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Abstract 
 
Adolescent drug use is a major problem of the modern world and will likely 
continue to be so for the foreseeable future.  Significant effort has been 
placed into providing adolescent treatment and intervention options with the 
aim of supporting young people to make better choices around their 
substance use. The impact of adolescent drug use on parents and their 
parenting has been insufficiently researched and often overlooked in both the 
treatment literature and within clinical practice.  The literature on familial risk 
or causative factors for the development of substance misuse problems is 
much greater.  However, there has been little focus or regard for the impact 
on family members, and in particular, parents.  Parents are people too, and 
too often are a forgotten population. The literature presented includes studies 
on how adolescent substance misuse can have a negative effect on parental 
wellbeing and parenting practices.  
 
This thesis provides a rationale behind the development of a treatment 
approach for parents of adolescents and young people misusing substances.  
This is a distinct and potentially complementary approach to engaging the 
adolescent substance misuser, who may be uninterested or resistant to 
intervention. Parents accessing a tertiary treatment facility for adolescent 
substance misusers were requesting support and guidance to assist in 
managing their high levels of distress, lack of drug-specific knowledge and 
their struggle to find effective parenting strategies.  Based on the premise that 
living with a substance misusing child would bring about a great deal of 
caregiver strain, and they would benefit from support and assistance in 
managing their situation, a five-week group-based parent-only group 
treatment intervention was developed to meet the psychological wellbeing and 
parenting practice needs of these parents.  Over 300 parents engaged in the 
Parent Education and Support Program (PESP).  As a result of their 
engagement in PESP, parents reported significant positive changes in their 
mood states, improved coping, increased drug knowledge and reported 
utilization of more functional and effective parenting strategies. This initial 
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efficacy study provided the basis to the broader dissemination of the parenting 
program outside a single tertiary facility.   
 
The PESP was written into a manualised treatment intervention and renamed 
Parents, Kids and Drugs (PKD).  This portable and systematized version 
enabled delivery by external service providers into broader, diverse clinical 
and non-clinical environments across metropolitan, regional and remote 
Queensland, Australia.  The ensuing studies outline the development, 
implementation, dissemination and evaluation of PKD over a four-year period, 
effectively becoming a real-world effectiveness study.  Associated with the 
dissemination of PKD using third party providers were difficulties in obtaining 
complete data sets and a waitlist control.  A post hoc control group was 
sourced using an online survey. Outcome measures were examined using 
paired t-tests and analyses of covariance and results showed significant 
differences on drug knowledge, caregiver strain, parental competence and 
parenting practices, however, no difference on the mood states of depression, 
anxiety or stress were found.  The contribution of demographic variables to 
these relationships were examined through the use of regression trees.  
According to facilitator treatment protocol adherence measures, all facilitators 
reported implementing the program as it was intended. 
 
An additional study of consumer feedback following treatment highlighted the 
vast majority of parents felt they had made progress in managing their 
situation as a direct result of engaging in the group treatment.  Thematic 
analysis also highlighted the value parents found in accessing treatment in 
their own right, and the importance of peer support, access to information and 
professional facilitation of group processes. This study discusses these 
outcomes as significant components to providing parent-only treatment within 
the adolescent substance misuse field. 
 
Parents who participated in the statewide dissemination study were actively 
recruited rather than referred by a treatment agency, and as a result, were 
more typical of a general parent presentation.  The development of PKD was 
based on the assumption parents dealing with an adolescent child misusing 
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substances would be psychologically distressed and in need of effective 
parenting practices, however, this was not fully supported in the current study.  
In the main, the parents from the efficacy and dissemination studies differed, 
in that the effectiveness trial parents were generally less distressed and not 
as concerned about illicit substances. The PKD parents had elevated levels of 
caregiver stress and stress, but non-clinical levels of depression, anxiety and 
stress, and were mostly concerned about their child’s use of tobacco and 
alcohol.  Using standardized psychometrics, parents within the effectiveness 
study showed improvements in overall caregiver strain, parenting self-esteem, 
increased use of functional disciplining strategies and also demonstrated 
increased drug-specific knowledge.  Thematic evaluation demonstrated the 
positive impact of PKD, with the vast majority of parents reporting making 
progress as a result of their engagement in PKD.  It is concluded that in the 
transfer from clinical setting to mainstream practice, PKD became a universal 
parenting program whereby its target population changed.  It is suggested that 
these were everyday parents motivated to protect their children from the 
deleterious effects of substance misuse by educating themselves and learning 
to parent better.  PKD demonstrated validity as a viable frontline intervention 
for parents.  Whether parents are distressed and engaged with a treatment 
agency, or motivated to parent better and seek community referral, group-
based parenting programs can demonstrate bone fide changes.   
 
The benefits, challenges and implications of using third-party providers for 
treatment dissemination and delivery are highlighted.  The present study 
highlights the significant challenges of conducting a large scale, multisite 
research project within frontline clinical practice across a large and diverse 
geographical region.    
 
As the thesis highlights, moving treatment from a single, specialist treatment 
setting into mainstream community health services with third generation 
clinicians provided many real challenges and insights. The current study 
contributed to the literature regarding intervention options for parents with 
adolescent substance misusing children, their parenting needs and their 
experiences of parenting.   
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PREFACE 
“The child supplies the power but the parents have to do the steering.” 
Benjamin Spock, Dr Spock’s Baby and Child Care (1989) 
 
 
 
The context for this work 
 
The authors’ work in a community-based adolescent drug and alcohol 
treatment facility drew her attention to some of the difficulties in adapting 
traditional individually-centred models of care for this population. Most of 
these models assume that the individual accepts that they have a substance 
use problem and are at the stage of accessing treatment. This is not always 
the case with adolescents as they can be a difficult population to engage and 
maintain in treatment.  As the great majority of adolescents live at home with 
their parents (or people with parental responsibilities), this provides an avenue 
for providing treatment for these adolescents without the expectation of them 
attending treatment services.  
 
Parents accessing the treatment facility expressed that they had very limited 
options for obtaining support as they parented their adolescent children 
through the often distressing journey of substance misuse.  The parents didn’t 
know how to deal with the concerns and issues presenting in their family.  The 
parents were fearful of the consequences for their children if they continued to 
engage in substance use and not seek treatment.  These parents were 
exhausted and looking for support to better help both themselves and their 
adolescent children. 
 
Parents can often be forgotten, or even excluded from adolescent substance 
misuse treatment.  Even more, parents were not often recognised as a 
treatment entity in their own right, and found it very difficult to find direction, 
support or hopefulness from established treatment facilities.  These parents 
needed access to treatment.  
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This provided the background to the development of this study which focused 
on the needs of parents with substance misusing adolescent children.  
Although the author recognises the importance of providing treatment for the 
adolescent, the author was concerned about the impact a child’s substance 
misuse has on parents and their parenting.   
 
Clinical work in an adolescent substance misuse treatment facility introduced 
the author to the distressing and debilitating effects a child’s substance 
misuse can have on concerned parents. Furthermore, being aware of the lack 
of services available for parents within Australia, the author was motivated to 
provide a parent-only intervention. The intention was to have an intervention 
that would be able to be delivered within usual clinical practice and be solely 
focused on supporting parents and their parenting.  From these 
considerations, a parenting program, the Parent Education and Support 
Program (PESP) was developed for use within an adolescent substance 
misuse treatment agency.  The program was well frequented and supported 
by parents, and was as an integral part of the services provided by the 
community adolescent treatment facility.  
 
There next arose the possibility of expanding service delivery outside of a 
single treatment agency into a broader context for concerned parents.   
 
This raised the following issues: (1) could this program be transportable and 
delivered more broadly; and (2) could it be delivered by clinicians either with 
or without specialised substance misuse treatment skills.  To answer these 
questions, the PESP was refined, manualised and made into a transportable 
treatment package.  The program was re-named Parents, Kids and Drugs 
(PKD) and a process developed to disseminate it throughout the Australian 
state of Queensland.   
 
The bulk of this dissertation describes the development, dissemination and 
evaluation of a parent-only, group-based intervention to address the 
psychological and parenting needs of parents impacted by their child’s drug 
 | P a g e  3 
misuse.  The effectiveness of the Parents, Kids and Drugs program on 
parents’ alcohol and drug knowledge, psychological wellbeing (depression, 
anxiety and stress), caregiver strain, parenting practices, and their parenting 
self-efficacy and satisfaction is examined.  The development and evaluation of 
this parent-only intervention is particularly important and timely as few 
treatment services within Australia have been in a position either financially or 
organisationally, or have skilled staff to provide interventions for significant 
others.  
 
 
Structure of this dissertation  
 
The dissertation comprises a Preface and seven Chapters. 
 
The Preface (above) provides a rationale to the development of a parenting 
program based on the author’s clinical work in an adolescent substance 
misuse treatment facility.   
 
Chapter 1 outlines the research strategy, definitions used and an introduction 
to the importance of addressing the needs of parents in their own right are 
discussed. 
 
Within Chapter 2, a brief overview of adolescence and adolescent drug use 
impact is provided, including a review of treatment and intervention research 
which has gained momentum over the past 20 years.  Through this review, 
the reader is guided to recognise the almost oversight of family members as a 
treatment entity, particularly parents, and the impact their child’s substance 
misuse can have on their ability to effectively cope, respond and manage their 
parenting in this situation, together with the negative impact this can have on 
their own wellbeing.  
 
Providing a review of the Australian and international literature, adolescent 
substance use, patterns and impacts are initially discussed followed by the 
more prevalent treatment interventions.  A discussion of family-based 
 | P a g e  4 
therapies ensues, with an investigation into the consequential effects on 
significant others of living with a substance misuser.  
 
This discussion highlighted the need to provide an intervention for significant 
others, specifically, a parent-only treatment response.  This provides a 
backdrop to the current thesis investigation around the importance of 
addressing the coping and psychological wellbeing needs of parents in their 
own right, supporting the premise of parents as a treatment entity not just an 
adjunct to their child’s substance misuse treatment.  
 
Chapter 3 describes the inception, development and evaluation (Study I) of a 
parenting program within the author’s clinical practice, the Parent Education 
and Support Program.  An overview of the clinical setting and subsequent 
need for a parenting program is provided, together with an overview of the 
program development and in-house evaluation.  This investigation of 
parenting programs within a single adolescent treatment facility provides the 
prologue and background to the development of the Parents, Kids and Drugs 
program, the main focus of this thesis, which is described in Chapter 4.   
 
Chapter 4 discusses the refining and manualisation of the Parent Education 
and Support Program into the renamed Parents, Kids and Drugs program.  An 
outline to the program content, structure and sequalae of information 
provision is provided, together with the training and dissemination process 
used.  The chapter proceeds to discuss the intended and actual research 
design, noting the numerous challenges of conducting social science research 
with frontline clinicians.  This chapter includes the methods and results from 
the statewide dissemination. 
 
Chapter 5 discusses the statewide dissemination process and methods of 
evaluation for the PKD effectiveness study.  The results for the outcome 
measures for parents participating in the program are provided using a pre-
post comparison, as well as analyses with control group parents.  Evaluations 
looking for systematic differences for parents disengaging from PKD early are 
also provided (Study II). 
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The experience of the participant is often overlooked in research, however 
consumer feedback provided valuable insight into an individual’s lived 
experience and the process issues around treatment engagement and 
perceived benefit.  Chapter 6 discusses the importance of consumer 
perception and provides a summary of feedback provided by parents around 
their experience of attending PKD, including their level of satisfaction with the 
program as a whole, group experience, facilitator feedback, content-based 
feedback, process feedback and self-reported progress as a result of 
attending the program (Study III).  
 
Chapter 7 discusses the outcomes and findings from Studies II and III, and 
draws comparisons with outcomes from Study I.  Strengths and 
considerations are discussed before conclusions drawn and further work 
proposed.  
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CHAPTER ONE  
LITERATURE REVIEW SEARCH STRATEGY 
 
“Children today are tyrants. They contradict their parents,  
gobble their food, and tyrannize their teachers.” 
Socrates  
 
 
This section provides an overview of the search strategy and selection 
process implemented for the literature review.  Descriptions of the types of 
studies reviewed are also provided. 
 
To capture the entire available literature relating to the current research 
questions, irrespective of view and research outcome, and to minimise 
selective quotation and acknowledgement of literature, a systematic process 
was employed to review available literature between 1980 and 2010.  
Additionally, an updated literature review through to 2014 has also been 
undertaken over the period this thesis has been written.  To provide the 
historical context preceding and pre-empting the development of the current 
intervention, the review also provides an integrated discussion of the 
emerging literature, trends and identified gaps in the field over the past 10–15 
years.  
 
Search Strategy 
 
A specified search algorithm was utilised to provide a broad, yet specific 
sweep of all available and relevant material.  The first step required a 
worldwide sweep of available published peer-reviewed English language 
literature, including journal articles, monographs, reviews, reports and other 
publications.  There is previous precedent for reviewing English language 
literature only, for example, in their systematic review of psychological 
interventions with families of alcohol misusers, Templeton, Velleman and 
Russell (2010), reviewed 43 publications in English. 
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To capture the population aged between 13 and 25 years, the period more 
commonly referred to as adolescence, the keyword search terms and 
descriptors of ‘adolescent’, ‘young person’, ‘teenager’, ‘youth’, ‘juvenile’, and 
‘minor’ were used, and were combined using Boolean operators ‘and’ or ‘or’.  
The terms ‘drug misuse’, ‘drug abuse’, ‘drug’, ‘alcohol’, ‘substance use’, 
‘substance misuse’ and any variations and truncations of these terms were 
searched to capture the full spectrum relating to substance use.  Again, terms 
were combined using Boolean operators.  Further, to address family and 
parent inclusion and involvement in treatment, broader terms were used to 
minimise selective inclusion, therefore variations and truncations of ‘family’ 
and ‘parent’ were searched in combination with the defined search terms of 
‘support’, ‘treatment’, ‘therapy’, ‘intervention’, ‘education’, ‘training’ and 
‘involvement’.  Throughout the search process, and where possible, 
supplementary searches of subject variations were investigated using both 
text words and keywords in the databases including ‘meta-analysis’, ‘meta-
analyses’, ‘randomised control trials’, ‘randomized controlled trials’, ‘controlled 
clinical trials’.  For example, using Medline, the ‘explode’ feature was used to 
highlight and capture a broad set of synonyms.  The outcomes of each search 
topic were then combined using Boolean operators to yield all relevant 
literature.  From this search, roughly 1500 full articles were chosen for review, 
again, using inclusive criteria to minimise loss of any valuable information. 
 
For a current overview of literature, biomedical and social sciences databases 
were searched citing the period January 1980 to 2014, with the searched 
databases and reference locations including: 
MEDLINE 
PsychINFO 
Scopus 
Web of Science 
Cochrane collaboration registry 
ERIC (Educational Resources Information) 
APAIS-Health 
Ingenta 
AFSA (Australian Family and Society Abstracts) 
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ScienceDirect 
Wilson Social Science Abstracts 
Elsevier 
Pubmed (online) 
Google Scholar (online) 
 
 
An Internet search of Australian and international websites, treatment 
websites and resources was also undertaken.  The sites of most use were the 
Australian Institute of Health and Welfare (AIHW), Auseinet (Australia), 
National Drug Strategy (Australia), Australian Clearinghouse for Youth 
Studies, Queensland Health, Victoria Health and National Institute on Drug 
Abuse (NIDA) (USA).   
 
In addition to the formal search, the author also made use of informal 
channels to gather and exchange information, including accessing statistical 
information, policy documentation, published but not broadly distributed 
documents including reports, conference proceedings, university documents, 
discussion papers, unpublished literature and discussions with professionals.  
This was particularly relevant in reviewing statistical data and political position 
papers.  Furthermore, manual searches of the reference sections of reviewed 
articles, studies and government documents were conducted. 
 
The author also made contact with identified experts, these being highly 
published and recognised quality researchers, within this field in Australia, UK 
and USA.      
 
Selection Process 
 
Following an extensive search of available literature, a detailed examination 
for relevance and quality was undertaken.  As broad terms were used in the 
search process to sweep wide over the international literature, the process of 
screening and selecting relevant and appropriate literature was quite lengthy.   
 
 | P a g e  9 
The search revealed a scarcity of research and enquiry into the impact of 
adolescent substance misuse on parenting practices and parental mental 
health.  Early into the search process, it became evident that there is a dearth 
of experimental studies within this field; therefore, rather than risk a non-
comprehensive and possibly somewhat biased review, an inclusive rather 
than exclusive process was used, whereby articles were included in the 
literature review if they were quasi-experimental, provided new insight, 
prompted thought, contributed to the understanding of this area or provided 
direction for further study.  A small number of editorials and conceptual 
articles were also reviewed. 
 
Studies were excluded if the research process was inadequately described, or 
if the substance use or the parenting component was only a minor part of the 
study, and therefore did not contribute significantly to the current research.  A 
decision was made to include studies that did not employ randomised control 
trials if the study included a comparison process or employed well-designed 
quasi-experimental research.  Further, studies were examined if the research 
design was purely qualitative, or were derived from clinical examples.  
Universal, selected and indicated treatment interventions were also included if 
they met the above inclusion criteria.  
 
The purpose of the review was to examine and critique the Australian and 
international literature to provide a broad and cross-culturally appropriate 
understanding of the issue.  The International literature provides the main 
basis for this review as few Australian studies have been published on this 
topic.  Where appropriate, Australian literature and research that contributed 
valuable information and insight has been included and identified as 
Australian in the body of the text. The vast majority of the research cited is 
from the United States and the United Kingdom.  
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DEFINITIONS 
 
Many terms are used and interchanged within the substance misuse field to 
describe the same issue.  Generally when discussing alcohol and any other 
drugs, either legal or illegal, the author will use the inclusive term ‘drugs or 
substance/s’, and refer to specific substances when appropriate, and combine 
any form of their usage under the term ‘use’, ‘user’ or ‘misuser’, including 
misuse, abuse, experimentation and dependence, unless otherwise specified.  
The life stage spanning 13 years to 25 years will be referred to as the period 
of ‘adolescence’ and ‘young people’ will refer to the youth within this age 
bracket.  It is acknowledged that the period encompassing up to 25 years is at 
the broader end of most definitions of adolescence.  The period between 10–
19 years encompassing the developmental transition from childhood to early 
adulthood (e.g., World Health Organization, 1965) is a routinely used 
definition; however, emerging literature suggests generational change and the 
extension of puberty into the early adult years.  The term ‘parenting’ is again 
used in an inclusive manner, to encompass parents and carers in a parenting 
role.  Throughout this thesis, the terms young person and adolescent are 
used interchangeably.   
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CHAPTER TWO 
LITERATURE REVIEW 
 
“You must not expect old heads on young shoulders” 
English proverb  
 
 
ADOLESCENCE AND DRUG USE 
 
Adolescence – A Vital Transitional Stage 
 
Per capita, there is no other demographic group where substance use poses 
such a significant risk than the period of adolescence.  Substance use and 
misuse during adolescence is associated with a wide range of negative short-
term and long-term consequences.   Alcohol and drug use is increasingly 
seen as a contemporary ceremonial rite of passage for young people 
transitioning from childhood into adolescence and emerging adulthood.  Given 
the enormous amount of change and reorganisation occurring during 
adolescence, the impulsivity, penchant for risk taking and poorly defined 
boundaries and limits, adolescents are at risk of relying on substances as a 
means for coping (White & Smith, 2009).  
 
Aristotle summed up adolescents as:  
“In character prone to desire and ready to carry any desire they may 
have formed into action.  Of bodily desires it is the sexual to which 
they are most disposed to give way, and in regard to sexual desire 
they exercise no self-restraint.  They are changeful too, and fickle in 
their desires, which are as transitory as they are vehement; for their 
wishes are keen without being permanent, like a sick man’s fits of 
hunger and thirst…They are passionate, irascible, and apt to be 
carried away by their impulses…They regard themselves as 
omniscient and are positive in their assertions; this is, in fact, the 
reason of their carrying everything too far” (cited in Peterson, 1989, 
p. 305).  
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The propensity for adolescents to engage in risky behaviours, whilst a robust 
trait, can also predispose them to developing a pattern of cumulative risk 
factors resulting in serious harm, injury and mortality. According to the 
National Institute on Drug Abuse longitudinal Monitoring the Future National 
Survey Results on Drug Use, 1975-2009 study which followed adolescent 
secondary students into adulthood over a 30 year period, adolescent 
substance use and misuse can form the trajectory of lifetime prevalence 
(Johnston, O’Malley, Bachman & Schulenberg, 2010). 
 
Adolescents are at unique risk for developmental stagnation or damage if 
misusing substances.  Adolescent substance misuse is clearly associated 
with negative outcomes including, but not limited to, engagement in high risk 
behaviours, poor mental health (Degenhardt, Hall & Lynskey, 2001), motor 
vehicle accidents, academic exclusion and failure, criminal activity, 
unemployment, social disadvantage and isolation (Galea, Nandi & Vlahov, 
2004), disengagement from family and prosocial peers, and mortality 
(Dishion, Patterson & Reid, 1988; Mayes & Sean, 2002; Weinberg, Rahdert, 
Colliver & Glantz, 1998).  In addition, there is a consistent body of research 
pointing to substantial cognitive and psychosocial deficit associated with 
adolescent substance misuse.  These include impairment in prefrontal 
executive functions, deficits in response inhibition, planning, cognitive 
flexibility, concept formation, poor emotional self-regulation and expressive 
language, attention and receptive language difficulties and problem-solving 
deficits (e.g. Latimer, Winters, D’Zurilla & Nichols, 2003).  These outcomes 
have the potential to significantly interfere with the natural developmental 
process associated with the transition from adolescence into adulthood, and 
have significant implications.  For example, there is clear evidence for the 
continuity between child and adult psychiatric disorders and psychopathology 
(e.g., Fergusson, Lynskey & Horwood, 1996; Mason et al., 2004; Newman et 
al., 1996).  
 
Decisions and actions taken during adolescence set a trajectory for a lifetime, 
therefore necessitating input into this life-stage to support young people away 
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from substance misuse.  Although many adolescents will experience negative 
consequences and problems associated with their substance misuse, fewer 
will seek or access formal treatment (Dakof, Tejeda & Liddle, 2001).  
Furthermore, when they do enter treatment, nonadherence, disengagement 
and early termination are noted as common problems (Schimmelmann, 
Conus, Schacht, McGorry & Lambert, 2006).  Therefore, supporting young 
people into treatment and assisting them to remain engagement in treatment 
should therefore be a high priority for service delivery.   
 
 
INTERVENING WITH ADOLESCENT SUBSTANCE MISUSE  
 
In the quest to better understand how to help adolescents who are misusing 
substances, interest has focused on the causes and correlates of adolescent 
substance misuse and associated lifestyle choices as potential intervention 
avenues. The literature on adolescent development highlights the need to 
address factors in preventing potential problems in adolescence and early 
adulthood (Monahan, Oesterle, Rhew & Hawkins, 2014), as well as promoting 
healthy choices and positive youth development (Catalano, Berglund, Ryan, 
Lonczak & Hawkins, 2002; Hemphill et al., 2011). 
 
Interventions in adolescence may be protective and decrease incidents of 
problems in later life (Hawkins, Catalano & Arthur, 2002).  Current evidence 
suggests an intervention focus on protection enhancement and risk reduction 
is likely to promote positive adolescent development and reduce or prevent 
problems (Bond, Toumbourou, Thomas, Catalano & Patton, 2005; Cleveland, 
Feinberg & Jones, 2012; Hawkins, Catalano & Miller, 1992; Stone, Becker, 
Huber & Catalano, 2012).  
 
Current treatment approaches for addressing adolescent substance misuse 
have tended to focus on addressing modifiable risk factors and promoting 
protective factors.   Often family environment and factors associated with the 
parent-child relationship are seen as modifiable and changeable domains, 
and key points for intervention.  As substance use occurs in families, it is 
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harmful for the family system and its members, and family often plays a role in 
precipitating and perpetuating substance misuse, family is therefore a 
resource for treatment and treatment recovery (Gruber and Taylor, 2006). 
 
Family Environment and Substance Misuse 
 
It is fairly well accepted that family and parenting influences can have a direct 
and indirect role in the development of risk for adolescent substance misuse, 
as well as being able to promote resilience and protection from initiation and 
continued engagement in substance misuse (Ary, Tildesley, Hops & Andrews, 
1993; Olsson et al., 2003; Wood, Read, Mitchell & Brand, 2004). 
 
Longitudinal research has identified specific family and parental risk and 
protective factors as moderators and mediators of problematic behaviour 
(Hawkins, Catalano & Miller, 1992; Stone et al., 2012; Traube, James, Zhang 
& Landsverk, 2012).  It is postulated that these factors may impact a child’s 
development, adaptability and ultimately, their resilience.  Ineffectual 
parenting practices, parental mood disorders (specifically depression and 
anxiety), marital discord (physical and verbal misuse), and parental criminality 
are some of the strongest predictors of child maladjustment (Dwyer, 
Nicholson & Battistutta, 2003).  Further, family risk factors appear to be 
among the strongest indicators for negative mental health outcomes in early 
childhood and adolescence (Dwyer et al., 2003).   
 
There are a number of family-based factors that have been identified as risk 
factors, and as such, amenable to intervention.  These include poor family 
management (poor use of guidelines, monitoring, rewards, discipline); harsh 
parenting (including physical punishment or verbal reprimands); poor parental 
modelling; negative child-parent relationship (including hostility, conflict); 
ineffective control; permissiveness; lack of parental warmth, connectedness 
and bonding; poor communication; favourable parent attitudes to substance 
use; and antisocial behaviour (Bamberg, Toumbourou, Blyth & Forer, 2001; 
Griffin, Botvin, Scheier, Diaz & Miller, 2002; Hawkins et al., 1992; Kumpfer, 
Alvarado & Whiteside, 2003; McGillicuddy et al., 2001; Stone et al., 2012 ).  
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Conversely, the opposite i.e. good family functioning, connectedness, parental 
support and good family management practices are generally seen as 
protective and associated with less substance use issues (King and Chassin, 
2004; Stone et al., 2012).   
 
Greater understanding around risk and protective factors has provided 
recognition and direction for addressing parenting and parent skills as a 
fundamental intervention target (e.g. Baldwin, Christian, Berkeljon, Shadish, 
Bean, 2012).  Family factors are believed to make a greater contribution to 
adolescent development and mental health than any other environmental 
factor (Spooner, 1999) and unlike biology, family and parenting factors can be 
modified, providing a viable, malleable and modifiable intervention point (e.g. 
Sanders, Kirby, Tellegen & Day, 2014).  As such, these known factors provide 
possible intervention targets within the adolescent alcohol and drug field as a 
means for reducing a young person’s risk for engaging or maintaining in 
substance misuse, and increasing or enhancing protection from the 
deleterious effects of substance misuse. 
 
Family-based Treatments to address Risk and Protective Factors 
 
This understanding around risk reduction and protection enhancement has 
created potentially modifiable family factors.  Early interventions focusing on 
parenting and family factors to promote protection within the family 
environment, such as improved support, cohesiveness (Catanzaro & Laurent, 
2004), rule implementation, monitoring, emotional expressiveness, parent-
child attachment (e.g., Fosco, Caruthers & Dishion, 2012; Sheeber, Hops & 
Davis, 2001) and lowered levels of conflict, have been shown to be negatively 
associated with substance misuse and internalising disorders, such as 
depression (Catalano et al., 2002; Hawkins, Catalano & Miller, 1992).  
 
That said, parent-child relationships are most likely affected by a combination 
of factors related to parenting behaviour—such as modelling, attitudes, 
support, control, bonding, attachment, family environment such as chaotic 
home environments and the structure of the family—thereby making them 
 | P a g e  16 
multidimensional variables (Catalano et al., 2002; National Institute of Drug 
Abuse, 1997; Stanton & Shadish, 1995).  
 
The influence of family structure (i.e. single-parent, step-family) on the uptake 
and maintenance of substance use is not clear (Smith, Roberts & Moore, 
1995).  Although there is some evidence to suggest children from lone parent 
families have increased risk for uptake of substances (Glendinning, 
Shucksmith, & Hendry, 1997), it does not consistently demonstrate strong 
effects purely related to structure.  Rather, evidence suggests children from 
single-parent families may be at increased risk for substance misuse due to 
the consequences family disruption and breakdown can have on psychosocial 
development, and the impact of less parental monitoring and supervision of 
activities and peer associations (Hemovich, Lac & Crano, 2011). 
 
The family environment also acts as an important forum for the development 
of the communication and social skills an adolescent will use to form 
relationships with others outside the family.  The importance of family 
influences is further substantiated by other research indicating that while 
peers may be more directly influential in the immediate choices and 
behaviours in which an adolescent engages, parental influence is likely to be 
stronger and longer lasting in relation to personal values and future lifestyle 
goals, acting as moderating variables to a child’s substance use (Resnick et 
al., 1997).  Therefore, this reinforces the value of promoting healthy family 
relationships and improving parent-child attachment or connectedness as a 
means of addressing problematic adolescent drug-taking behaviour.  
Additionally, addressing family issues also provides an avenue for intervention 
should the adolescent not be receptive to engaging in treatment for 
themselves.  With this in mind, many of the family-based interventions are 
designed to reduce family and parent risk factors through promotion of 
protective factors. 
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Family-based Treatment Options 
 
Family systems theory, behavioural theories and social cognitive models 
dominate the family intervention literature, with the most recognised family 
intervention process being based on family systems theory (Todd & 
Selekman, 1991).  Systemic family approaches encourage the adolescent, 
their family and the members of the subsystems around them to be involved 
in treatment.  Numerous researchers (e.g., Henggeler, Clingempeel, Brondino 
& Pickrel, 2002; Liddle, 2004; Liddle, Rowe, Dakof, Ungaro & Henderson  
2004a, Liddle, Dakof, Parter, Diamond & Henderson, 2004b) have found 
significant positive post-treatment outcomes (substance use reductions) for 
adolescent substance misusers when the family were actively involved in 
treatment. 
 
Family systems theory has provided the largest base for holistic treatment 
development (e.g., Joanning, Thomas, Quinn & Mullen, 1992; Waldron, 
Slesnick, Brody, Turner & Peterson, 2001).  Interventions based wholly or 
loosely on systemic principles have increasingly become the predominant 
treatment modality over the past decade or so.  Engaging a young person’s 
family in treatment can contribute to superior outcomes for the adolescent, 
including reductions in their substance use, improved treatment engagement 
and retention, and reduced antisocial behaviours. (Ozechowskis & Liddle, 
2000; Szapocznik et al., 1983; Williams & Change, 2000).   
 
Treatment approaches such as Multidimensional family therapy (Liddle, 2002; 
Liddle et al., 2004a; 2004b), Multisystemic Treatment (MST) (Henggeler et al., 
1991; Henggeler, Clingempeel, Brondino & Pickrel, 2002), and Behavioural 
Exchange Systems Therapy (BEST) (Toumborou, Blyth, Bamberg, Bowes & 
Douvas, 1997; Toumbourou et al., 2001) have all rigorously demonstrated the 
clear advantages of involving family in the treatment of adolescent substance 
misuse and other behavioural problems, such as juvenile crime (Henggeler et 
al., 2002).  Family-focused interventions, whether systemic in nature, or a 
combination of behavioural, cognitive-behavioural, or focused on parenting 
skills, parent training, parent education or counselling-oriented, have all 
 | P a g e  18 
demonstrated to have effect sizes two to nine times greater than child only-
focused interventions (Kumpfer, Alvardo & Whiteside, 2003; Latimer et al., 
2003; Liddle et al., 2004 ).  
 
Stanton and Shadish’s (1997) meta-analysis on treatment outcomes for 
substance misusing adolescents and adults found family-focused treatment 
yielded more positive outcomes and higher treatment retention rates than did 
individual therapy.  This finding was also supported by Winters and Leitten 
(2007) in their study of school-based interventions for adolescents.  
 
Diamond and Josephson (2005), in a meta-analysis of family-based treatment 
for adolescent psychiatric disorders over the past 10 years, argue for the 
effectiveness of family-based treatments as stand alone interventions, 
particularly with externalising disorders such as substance misuse.  The 
authors argue for parent involvement and strategies to reduce what they 
termed, toxic family interactions, and environs as a means to improving 
adolescent treatment acceptance, retention, adherence and effectiveness.  It 
is argued that treating an individual in isolation from their family context is 
often unproductive because even if the individual is able to make changes, it 
is often difficult to maintain them if the person returns to a family system that 
is still the same and inadvertently encourages the continuation of the drug-
taking behaviour that the person has attempted to change.   
 
In 2008, Waldron and Turner presented a meta-analytical review of 46 
adolescent drug treatments to examine the findings from randomised clinical 
trials of psychosocial treatments for adolescent substance misuse over the 
preceding 10-year period.  In their review, Waldron and Turner (2008) 
included seven individual and 13 group CBT interventions, 17 family therapy 
conditions and nine control conditions.  Nine family-based treatments were 
represented in the 17 family conditions. Treatment interventions were 
included only if they involved two or more active treatment comparison 
groups.  Of the 46 treatments reviewed, the authors concluded only three 
conditions were ‘well-established’.  Among these, Multidemensional Family 
Therapy (MDFT), Functional Family Therapy (FFT) and Cognitive Behavioural 
 | P a g e  19 
Therapy (CBT) were considered well established, and an additional three 
family interventions of Behavioural Family Therapy (BFT), Behavioural 
Strategic Family Therapy (BSFT) Multisystemic Therapy (MST) were 
identified as “probably efficacious” (p. 246).   
 
The evidence for family-inclusive service delivery continued to mount. More 
recently, Tanner-Smith, Wilson and Lipsey (2012) undertook a comparative 
effectiveness meta-analysis of outpatient adolescent substance misuse 
treatment.  Although there were noted difficulties in establishing efficacy of 
treatment given the dearth of well-controlled comparison studies, Tanner-
Smith, Wilson and Lipsey (2012) concluded greater efficacy for treatment 
compared with no treatment.  In addition, regardless of treatment type, 
adolescents almost universally reduced their substance use as a result of 
treatment involvement.  Of course there could be a number of reasons for this 
outside of the treatment, including spontaneous remission, regression to the 
mean with severe drug use or simply that it was time for change for these 
adolescents.  As would be expected and hoped by clinicians, no treatment 
was found to be ineffective or harmful.  Further, family therapy accounted for 
the greatest improvements. The authors concluded that, based on their 
findings, “family therapy is the treatment with the strongest evidence of 
comparative effectiveness” (p. 12). 
 
Bender and her colleagues (2011) investigated standardised interventions to 
reduce adolescent cannabis use.  They reported positive effects for both 
individual and family-based interventions when compared with control groups.  
Family-based treatments were not identified as superior to individual 
treatments, however this is positive and supportive evidence for the 
effectiveness of family involvement in adolescent substance misuse 
treatment.  These authors also highlighted the importance of follow-up and 
aftercare, with waning treatment effects noted at 12 months post-treatment.  
That said, of the individual and family treatments examined in the study, three 
maintained significant cannabis reductions at 12-month follow-up, with two of 
these being family-based. This particular study focused solely on cannabis 
use reduction as the outcome measure, and did not include the often complex 
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psychosocial risk factors associated with adolescent substance misuse. 
However, drug use reductions should also assist in the reduction of 
associated psychosocial factors.   
 
Further, Baldwin and colleagues (2012), after undertaking a meta-analysis of 
the effects of family therapies for adolescent delinquency and substance 
misuse, also support the premise of positive treatment effects of family 
therapy when compared with treatment as usual (TAU) or an alternative 
therapy.  Twenty-four (24) studies comparing BSFT, FFT, MDFT and MST 
with treatment-as-usual, an alternative treatment or a control were examined.  
Their findings were consistent with those found by Waldron and Turner (2008) 
in their meta-analysis, and included studies conducted after Waldron and 
Turner’s (2008) review. 
 
What these interventions share is their process of engaging parents and 
family members in treatment, with a common goal of changing family 
dynamics through parenting practices and behaviours as a means of 
addressing (in most cases having a goal of abstaining or reducing) adolescent 
drug misuse.  Again, these systemic approaches take a ‘within-family deficit’ 
perspective, either independently or in combination with other systems or 
influences in the young person’s life.   
 
Challenges to Whole of Family Involvement in Treatment 
 
While it is recognised family involvement can increase treatment seeking and 
treatment engagement for the problem substance misuser, improve treatment 
outcomes for the misuser, and change family processes to reduce substance 
use involvement, family interventions are challenging to implement in usual 
care sessions.  Although they continue to be promoted as optimal clinical 
practice, family therapy is not commonly available as an intervention 
approach within the Australian context.   
 
While there is no denying these multidimensional and multifaceted 
approaches have achieved some positive outcomes, including adolescent 
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reductions of alcohol and marijuana use (Henggeler et al., 2002; Latimer et 
al., 2003; Liddle et al., 2004a; 2004b), they do however, require significant 
resources, effort and motivation from parents and adolescents, as well as 
therapists, trainers, supervisors and researchers to implement, not to mention 
significant organisational support.  For example multisystemic therapy 
provides home-based family and individual therapy with therapists offering 
24hour, 7 day crisis management support.   
 
There are organisational issues around service provision to families where 
staffing and resources are not usually allocated to provide family therapy.  
Certainly within the Australian context, family therapy is seen as a unique and 
specialised field, usually within the child and youth mental health domain.  
Usual clinical practice would be for families identified as requiring therapy with 
their adolescent children, to be referred out of mainstream government—
based substance treatment agencies into specialised non-government 
services.  Certainly within Queensland, families with adult substance misusing 
children would not typically be provided with a family therapy option within 
government-based treatment services.  Again, within these services, 
significant others would only offered a brief intervention option if their child or 
partner was already a client of the treatment agency. 
 
Family involvement and family therapy has mainly focused on the 
engagement of family members to support the problematic drinker or 
substance misuser into treatment or behaviour change, however, challenges 
arise when the misuser is unmotivated to engage in treatment or not 
willing/wanting to engage in therapy with the family. 
 
There is also growing evidence challenging the belief that all family members 
must be present in treatment for change to occur.  In a quasi-experimental, 
small-scale longitudinal study in the United States, Szapoczik and Kurtines 
(1989) compared outcomes from one-person brief strategic family therapy and 
conjoint strategic family therapy. They identified the critical element in working 
with families to be how therapists conceptualise the problem and the 
treatment, rather than who is present during the therapy.  De Shazer (1985) 
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refers to the ripple effect within families, whereby one family member can 
produce family-wide, or ‘whole of system’ change.  Certainly this is 
demonstrated, albeit in the opposite direction, by adolescents using 
substances and the debilitating ripple effect this can have on the entire family 
system, especially parents, and how they cope and respond.  
 
It is clear that recipients of no treatment fair worse than counterparts in 
treatment.  Although the interventions reviewed varied slightly, they do 
provide a family-focused intervention based on the assumption adolescent 
substance misuse is a family problem.  Family involvement has repeatedly 
been demonstrated to have a clear advantage over child only-focussed 
interventions; however, the biggest difficulty is the adoption of these 
processes by mainstream professionals in routine practice (Orford et al., 
2009). That said, it has been found that family-based therapies can be 
effective treatments for adolescent substance misuse, whether the adolescent 
is present or not (Austin, MacGowan & Wagner, 2005; Liddle & Dakof, 1995), 
therefore providing an alternative avenue of working directly with concerned 
significant others.   
 
It poses the question, that if these families were prepared to undertake such a 
large commitment to address their child’s substance misuse, would these 
families and their adolescent children have weathered this period of 
substance use eventually themselves?  Of course there is no simple answer 
to this, however motivation to address their situation and make changes 
(Prochaska & DiClemente, 1983) obviously plays a role in parents’ seeking 
out therapy for themselves and/or their children, and subsequent 
engagement, retention and commitment to therapy.  It may also bring parents 
into contact with treatment agencies before their children interact with these 
agencies. 
 
Concerned Significant Other interventions 
 
Globally, Obot (2005) estimated worldwide there are 91 million people with an 
alcohol or other drug (AOD) disorder. Conservatively, if each of these people 
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had just one person who cared about them, and consequently were affected 
by their loved one’s AOD use, it’s possible there are at least 91 million carers, 
family members or concerned significant others suffering as a result. 
 
All too often clinicians report limited options for working with significant others.  
Concerned significant others are in an excellent position to influence and 
encourage unmotivated substance misusing family members to engage in 
treatment.  In their editorial, Copello and Orford (2002) suggest the tendency 
for service providers to view family members as ‘adjuncts’ to treatment rather 
than entities for treatment has been a significant barrier to family member 
involvement.   
 
Clinician inexperience with delivering family-based therapeutic interventions, 
lack of confidence and knowledge in working with families, lack of family 
therapy training or lack of ongoing family therapy training skills, and poor 
clinician attitudes towards working with families (Shapiro, Prinz & Sanders, 
2011; Turner, Nicholson & Sanders 2011) are noted barriers to routine family 
inclusive service delivery.   
 
These concerns are further evidenced in the work of Orford, Templeton, 
Copello, Velleman and Ibanga (2010) where the authors have encouraged 
family-inclusive practice within alcohol and drug treatment agencies in the 
United Kingdom.  The aim of their study was to influence team and 
organisational practice towards greater family involvement in treatment by 
training and supporting staff in the delivery of a 5-step family intervention.  
The project aimed to improve staff knowledge, confidence and support in 
family inclusive practice.  In undertaking a baseline measure of clinician 
attitudes towards providing family inclusive practice, clinicians noted a number 
of concerns around:  
• lack of confidence in managing conflict between the user and their 
family;  
• appropriateness of asking clients to engage their family in therapy 
• uncertainty around confidentiality and family involvement 
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• provision of a “new line of psychological treatment” p.8) 
• challenges of managing unhelpful family attitudes 
• challenges around conflicting substance use change goals between 
family members and the misuser, including having unrealistic goals 
• increased time pressures of working with family members 
• uncertainty around the complexity of issues that may emerge by 
engaging with families i.e. marital problems 
• uncertainty around the benefits of working with family members 
• service support  
as contributing to their reluctance to routinely engage family members.  
Following engagement in the project, Orford and colleagues reported positive 
staff and organisation changes reflected in increased receptiveness to 
engaging family members in their routine practice.   This is a promising result 
in being able to support clinicians in orientating their practice to become more 
family friendly through addressing clinician and agency apprehension.   
 
Engaging a substance misusing adolescent in family therapy can pose 
challenges for clinicians and organisations around managing unpredictable 
and possibly aggressive behaviours known to occur in adolescent substance 
misuse.  Appointments for family therapy sessions are likely to be longer than 
individual appointments.  Double appointments may need to be booked for 
family therapy sessions, with some schools of thought encouraging two 
clinicians to be available to facilitate the session, therefore non-attendance at 
scheduled appointments by an unmotivated young person can be costly to 
organisations and wasteful of a clinicians time. This can also be the case if 
the adolescent presents for therapy intoxicated or under the influence of 
substances; are resistant to engaging in the treatment process or discussing 
their substance use with their family; or are not ready to address their 
substance use. Again, all of these possible scenarios can result in the 
clinician rescheduling, postponing or cancelling appointments.  
 
An alternative to the traditional family therapy approaches has been provided 
through unilateral family therapy approaches (UFT).  Unilateral family therapy 
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approaches (Szapocznik et al., 1983; Thomas, Adams, Yoshioka & Ager, 
1990; Toumbourou et al., 2001) use a systemic model; however what 
separates this style from traditional systemic approaches and the 
multisystemic approaches, is that it is typically conducted with the often more 
motivated concerned family member/s, without needing all family members to 
be present, including the problematic drinker/substance user.   
 
This approach works with the least resistant family members, assisting those 
family members to change their behaviours, family processes and interactions 
through behavioural change, arguing this will have flow-on impact on the 
substance users’ behaviour and assist with family member coping. 
Essentially, UFT approaches aim to change the family environment conditions 
as a means to support the substance user to change, and ultimately, enter 
treatment. This provides an intervention avenue for family members with 
unmotivated, treatment-resistant substance misusing family members.  A 
significant advantage is the ability for therapists to provide assistance to 
family members who would not otherwise be engaged in treatment if their 
problem drinker was unwilling.  The main aim of these approaches has been 
to induce the problem drinker into treatment seeking by addressing 
(removing) the family conditions and processes that supported the drinker to 
remain actively engaged in drinking by reinforcing and supporting non-
drinking behaviours.  
 
Family or spouse-only approaches have primarily been promoted within the 
alcohol misuse arena as an intervention point for family members when the 
drinker is not willing or not ready to seek treatment (e.g. Barber and Crisp, 
1995; Barber and Gilbertson 1996, 1997, 1998; Thomas, Santa, Bronson and 
Oyserman, 1987).  Similarly, Sisson and Azrin (1986) promoted reinforcement 
training for significant others with treatment resistant or unmotivated family 
member.  In UFT approaches, spouses and other family members are 
encouraged to focus on their own needs and wellbeing, and develop, utilise 
and implement behaviours that will assist to reduce their problem drinkers 
alcohol consumption, and ultimately, support them to enter treatment. 
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To date, outcomes from a small number of researchers investigating UFT 
have been positive, including significant positive effects on the psychological 
functioning and wellbeing of parents in their parenting role (Toumbourou et 
al., 2001) and improvements in treatment initiation by the user (Barber & 
Gilbertson, 1996; Szapocznik et al., 1983).  Comparisons between 
multisystemic and unilateral treatments are lacking, but it could be argued 
that, in essence, they are attempting to address two subtle, yet different 
domains.  That is, multisystemic approaches still have the problematic 
substance user, their substance use and behaviours as the core variable for 
change measurement, whereas the unilateral approach primarily focuses on 
family member change or adjustment over substance use change. 
 
Until the mid-1990’s, few treatment or support options were readily available 
for concerned significant others.  Around this time, interest began to emerge 
in the involvement of families, mainly to support non-drinking partners in 
encouraging their drinking partner into treatment. 
 
Most of the research had been undertaken with the non-drinking partners of 
problem drinkers teaching them skills to encourage reduced alcohol 
consumption or sobriety, including allowing the drinker to experience the 
consequences of their drinking and conversely, the positive consequences of 
reduction/abstinence and encouraging the drinker to enter treatment (Barber 
and Gilbertson, 1996).    Sisson and Azrin’s (1996) reinforcement model adds 
to this premise by recognising the importance of the non-drinkers wellbeing by 
incorporating support for the non-drinking partner and encouraging active self-
care, self-protection and behavioural change strategies targeted to the non-
drinking partner.  Although this model is not necessarily focused on getting 
the problematic drinker into treatment, this is recognised as a positive change 
goal for the drinker. 
 
More commonly, unilateral interventions have focused on supporting 
spouses/family members in engaging their problem drinking partner in 
treatment or encouraging changes/reductions in the problem drinker’s alcohol 
consumption (Barber and Gilbertson, 1996, 1998; Thomas et al., 1987).  It is 
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assumed the spouse will benefit as a result of their counselling involvement 
and their partners alcohol abstinence/reduction. Interestingly, many of these 
programs were marketed as partner interventions, promoting partner support, 
however, most of the studies cited were more about supporting partners in 
coaxing their drinking spouse into treatment.  Family member coping and 
adjustment has been a part of these interventions, however the underlying 
process continued to focus on achieving changes within the problem drinker 
as evidenced with the outcome measures used i.e. reported alcohol reduction.   
 
Generally, these interventions strived to improve significant other functioning 
and adjustment.  However, due to differences in how these factors were 
measured across different interventions and participant’s expectations, 
positive changes in personal improvement have not consistently been found.  
For example, spouses in Barber and Gilbertson’s (1996) study only reported 
reductions in their personal problems when their partner was engaged in 
treatment, suggesting that at some level, these interventions continue to 
promote problem drinking change rather than significant other change.   
 
Community Reinforcement and Family Training (CRAFT: Meyers, Miller, Hill & 
Tonigan, 1999; Dutcher et al., 2009; Meyers, Miller, Smith and Tonigan, 2002) 
demonstrated family member health and wellbeing improvements, including 
reductions in family conflict, physical illness, depression, anxiety and anger by 
improving family member interactions. Furthermore, CRAFT was also 
successfully transported into a community clinic (O’Farrell & Clements, 2012). 
These improvements occurred irrespective of whether their child/partner was 
engaged in treatment.  This is a particularly salient point as young people can 
be unmotivated or difficult to engage in treatment, highlighting intervening with 
family members can produce changes for the concerned family member/s, 
address family processes and also assist in treatment engagement down the 
track.   
 
In a randomised study of concerned significant others (first-degree relatives) 
of 130 treatment-refusing alcohol misusing individuals randomly assigned to 
Al-Anon facilitation therapy, Johnson Institute Intervention (confrontative 
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approach with drinker and family) and Community Reinforcement and Family 
Training (CRAFT), family members from the CRAFT group demonstrated 
greater success (64%) of engaging the problematic drinker in treatment 
(Miller, Meyers and Tonigan, 1999). Extensions of this study by the authors 
further support this outcome (Meyers, Miller, Smith & Tonigan, 2002).  
Interestingly, in this later study, the authors included an aftercare group for 
continuing support post-CRAFT involvement.  The authors reported that once 
significant other individual support and aftercare sessions were ceased, 
significant others were unsuccessful in engaging alcohol misusing family 
members in treatment, suggesting providing an aftercare group did not 
improve outcomes (Meyers, Miller, Smith & Tonigan, 2002).   
 
These interventions have continued to focus on encouraging substance 
misusers into treatment (e.g. Community Reinforcement and Family Training: 
CRAFT; Roozen et al., 2004, Roozen, De Waart & Van Der Kroft, 2010), or 
jointly supporting and engaging the substance misuser and their family (e.g. 
BEST, Toumbourou et al., 1997; 2001) in treatment. Few researchers were 
interested in responding to the direct needs of the parents, irrespective of 
whether their child was wanting treatment.  It wasn’t until later in the 1990’s, 
evidence began to emerge to suggest involving parents in parent-only 
interventions could produce positive outcomes for both the parents and 
support unmotivated children into treatment (Miller, Meyers and Tonigan, 
1999). 
 
Increasingly it is evident significant others are harmed by another family 
members substance misuse.  They experience significant negative outcomes 
on their quality of life, subjective wellbeing and health as a result of living with 
a problematic drinker (Laslatt et al., 2010).  A child’s substance misuse can 
undermine the mental health of parents and their parenting role, resulting in 
secondary stress-related disorders such as depression, anxiety, guilt, anger 
stemming from the significant distress and strain that comes from living with a 
child misusing substances (Oreo & Ozgul, 2007; Yuen & Toumbourou, 2008). 
Prolonged exposure to the impacts of a person’s substance misuse can 
weaken family resilience, influence and support networks, and consequently, 
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diminish the family’s ability to cope and manage distress and trauma (Orford, 
Velleman, Copello, Templeton & Ibanga, 2010).  Thereby potentially reducing 
parent and family influences on the child’s substance use. 
 
In summary, the current literature overwhelmingly recognises the impact of 
parents and parenting practices on adolescent behaviour, lifestyle choices 
and drug use (e.g., Azrin et al., 2001; Henggeler et al., 2002; Jovic-Vranes, 
Vranes, Marinkovic & Cucic, 2005; Liddle et al., 2001; Spooner, 1999; 
Vazsonyi, Hibbert & Blake Snider, 2003); however, there are decidedly fewer 
studies that have directed attention solely towards assisting parents, 
particularly around the shame, guilt and trauma associated with having a child 
misusing substances, or the equivalent distress of not achieving ‘good parent’ 
status or how to decide what parenting strategies would help.  It would seem 
common sense to focus interventions around helping parents to better 
manage and address their emotional distress, assisting them in learning about 
adolescent substance use and misuse and identifying effective parenting and 
communication strategies (as extensively researched within the prevention 
literature) to enable these families to respond to, and address their situations 
more effectively.  The majority of substance misuse literature on families 
continues to place blame on parenting practices and responses, examining 
the role of family in terms of causation, with little regard for the direct 
consequences on parents. 
 
Substance use and the family have traditionally been examined using a 
mental health perspective to understand the interactions between the user 
and family members (Velleman and Templeton, 2007). These models are 
fairly universally adopted and typically recognise abnormal interactional 
patterns as contributing to the maintenance of substance misuse.  For 
example, the term ‘co-dependency’ is used to describe the ‘dysfunctional’ 
adaptive behaviours of partners of drinkers; the term ‘enabling’ to describe 
adopted behaviours that are considered ineffective for behaviour change; and 
‘enmeshment’ to describe family members (often wives and mothers) 
functioning as part of the misuser’s behaviour (Harper & Capdevila, 1990).  
Pathologising family members and labelling their adopted parenting 
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processes and ways of coping as maladaptive and dysfunctional (e.g., 
National Institute on Drug Abuse, 1997; Repetti, Taylor & Seeman, 2002; 
Spooner, 1999) has provided a way for professionals to conceptualise and 
educate family members on their behaviour and consequences for their 
relative’s behaviour.  
 
Parents of substance misusing Adolescents 
 
Adolescent substance misuse poses significant challenges for parents and 
the family system.  The challenging behaviours of substance misuse and its 
associated lifestyle contribute a great deal of stress and distress to the family 
system, for both parents and other family members, as they struggle to come 
to terms with a greater sense of uncertainty, lack of control and fear 
(Toumborou et al., 2001; Velleman et al., 1993; Yatchemoff et al., 1998).).  A 
family can be introduced to a range of behaviours and characteristics they are 
not equipped to deal with (Copello & Orford, 2002). These can be situations 
such as criminal activity, violence and aggression, minimal or abusive 
communication, a high level of unpredictability, and feelings of hopelessness, 
guilt and fear (Orford et al., 2010). This can disempower family members, 
placing a great deal of pressure on a family’s ability to cope.  Additionally, 
substance misuse is socially stigmatised, and together with associated 
behaviours, it can be difficult for the young person, and at times their parents, 
to achieve inclusion in the greater community leading to increased 
marginalisation, disengagement and lack of support. Substance misuse may 
also interfere with the adolescent learning the necessary skills to enable them 
to become independent from their parents and family (Birmingham & Sheehy, 
1983), thereby potentially extending the period a family is in distress and 
marginalised.  
 
It’s likely that the longer this situation continues without noticeable change, 
the more discouraged, disempowered and distressed parents become, 
thereby losing confidence in both themselves and their ability to positively 
intervene.  Parents may see themselves as failures and grieve the loss of 
their parenting influence and control (Oreo & Ozgul, 2007; Toumbourou, 
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Blyth, Bamberg & Forer, 2001).  Consequently, this can lead to further 
discouragement and battered parenting self-efficacy (Sanders and Woolley, 
2005), poor emotional self-regulation, and lowered sense of personal control 
(Sanders & Mazzucchelli, 2013).  On top of this, parents are often having to 
manage the reality of fragmented relationships and stressful family life (Orford 
et al, 2010).  This can result in parents becoming ‘burnt out’ or withdrawing 
from actively parenting (Copello & Orford, 2002; Toumbourou et al., 2001). 
 
WHO CARES FOR THE CARERS…THE NEEDS OF PARENTS 
 
 
Family-orientated Practice 
 
In 1993, Velleman and colleagues (Velleman et al., 1993) reviewed the lack of 
recognition, research and insight into the effects of drug misuse on family 
members and contended “that the rarity of this type of research is a reflection 
of the kinds of attitudes that exist towards relatives” (p.1283).  They continued 
by challenging clinicians, stating “we know remarkably little about the effects 
which other family members’ drug-taking has upon relatives’ lives, and this is 
the case because professionals have usually failed to take an interest in these 
relatives” (p. 1281).  Despite statements like this being made over 20 years 
ago, families are still not at the forefront of treatment.  Sadly there appears to 
have been little systemic or organisational change to reflect the needs of 
significant others, and especially parents with adolescent children. 
 
The current Australian healthcare system is based on a medical model, 
whereby a person with an ‘illness’ is seen as the client and hence the 
identified treatment entity, family interventions for drug and alcohol 
management have failed to fit well.  Despite the research, universal adoption 
of family inclusive service delivery into mainstream healthcare and clinical 
practice has failed to gain momentum and has remained a peripheral topic.  
Therefore, the challenge has been how to advocate for, and provide treatment 
for family members in their own right; to have established healthcare systems 
recognise family members as potential clients experiencing legitimate 
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psychological and physical complaints.  This leads one to ask, who cares for 
the carers? 
 
The Impact on Parents and Parenting 
 
Unfortunately the marginalisation and pathologising of family members 
(Copello & Orford, 2002; Dear, 1996) has continued despite what we know. 
Family and parenting processes are often portrayed as maladaptive and 
contributory to the initiation of substance misuse in young people. There has 
been an almost complete neglect in understanding and addressing the 
consequences for concerned family members.  Then, if we are to accept the 
interaction between problematic drug use and family functioning, why do we 
assume it is one way, ignoring the converse direction for families and family 
impact, whereby family functioning and parental coping is disrupted as a 
consequence of living with a problematic drug user?  
 
All members within a family system can experience consequences associated 
with substance misuse.  The work of Velleman and colleagues (1993) brought 
the experiences of family members to the fore, demonstrating concerned 
significant others experience a vast array of psychological and physical 
consequences as a result of being involved in a family where substance 
misuse is an issue.  Significant others experiences increased psychological 
distress, stress and coping difficulties (Copello & Orford, 2002).  
 
The Reciprocity of the Parent-Child Relationship 
 
Although most of the research undertaken is to better understand the interplay 
between adolescent substance misuse and parenting, most imply dysfunction, 
inadequacy and deficit, and as a natural consequence, attribute blame to 
parents and their inadequate parenting, thus the need to encourage family 
into treatment.  
 
A small number of researchers have investigated the direct relationship 
between parenting and adolescent substance misuse, with studies identifying 
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the bi-directionality of this relationship (Capaldi, 2003). This adds another 
dimension to our understanding of parenting, directing attention to the duality 
of this relationship, suggesting parents and parenting practices can be 
adversely affected during the management of adolescent substance misuse, 
rather than the more standard and commonly explored aetiological view of 
parenting practices contributing to the onset and maintenance of substance 
misuse.  
 
Over the past decade, a number of researchers (e.g. Elkins, Fite, Moore, 
Lochman, & Wells, 2014; McGillicuddy et al., 2001; Toumbourou et al., 2001; 
Velleman & Templeton, 2007) have demonstrated the bi-directionality and 
reciprocity of the parent-child relationship, suggesting that not only does 
parenting effect adolescent behaviour, but adolescent behaviour also effects 
parental psychological functioning and parenting practices.  These findings 
challenge the assumption that deficits in parenting behaviours and family 
relationships during adolescence are primarily responsible for the 
development and maintenance of problematic drug-taking behaviours.  
Instead there is a niche of emerging research encapsulating support for an 
alternative adjunctive view suggesting that due to the numerous difficulties 
parents encounter as a result of their child’s drug use, they themselves, 
together with the family environment are also adversely affected in ways that 
diminish their capacity to cope effectively with such a situation.  This is mainly 
due to the intrusive, pervasive and ongoing negative consequences parents 
and the family system experience.  This great level of stress elevates the risk 
for negative outcomes for parents and other family members and has the 
potential to severely compromise the parenting role and parent effectiveness.  
 
It is often the case that the effects of a family member's drug-taking behaviour 
on the rest of the family are neglected and families tend to carry much of the 
blame for the problematic drug-taking behaviour of one of its members.  
However, it is also possible that the reverse may be occur, i.e., problematic 
drug-taking behaviour by an adolescent may cause adverse effects on other 
family members.   
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A common, core and robust cluster of experiences has been identified by 
family members and relatives of problem drinkers or drug-users (Orford, 
Templeton, Velleman & Copello, 2005; Orford, Velleman, Copello, Templeton 
& Ibanga, 2010).  Commonly, family members report finding interactions and 
associations with the ‘user’ unpleasant, difficult and lacking positivity.  They 
report experiencing financial stress and strain resultant from the user’s 
behaviours and lifestyle choices; rumination around the health and wellbeing 
of the user; concern about the impact of the drug use and the user’s 
behaviour on the rest of the family and home life.   
 
Orford and his colleagues (2010) provide further insight into the experiences 
of affected family members through their summary of qualitative reviews they 
have undertaken over the past 20 years with over 800 family members. 
Relationships become disagreeable, and at times violent or aggressive.  
Possessions and money become central to many conversations and resultant 
conflicts.  Family members have to deal with uncertainty, unreliability and 
unpredictability in their relationships with the substance misuser.  They are 
very worried about the welfare of their substance misusing relative. Family 
members are concerned about the damaging effects on their home 
environment, their home life and their broader family system and 
relationships.  Arguments and disagreements can develop in families over 
how to best handle and intervene with the substance misuser.  They are also 
often fearful of their efforts being judged and criticised, both within the family 
and by outsiders (Orford et al., 2010). An escalation in personal anxiety and 
distress, a sense of helplessness, hopelessness and feeling directionless, 
higher than average levels of anger and frustration, and experiences of low 
mood or depressive symptoms are also reported and recognised in other 
research with family members (e.g. McGillicuddy et al., 2001; Oreo & Ozgul, 
2007; Toumbourou et al., 2001).    
 
In this study and an earlier review (Velleman et al., 1993), family members 
and relatives of problem drinkers or drug-users described the realisation of 
their family member’s drug use as an enormous crisis, creating fears for their 
life and a range of other negative emotions such as shock, anger and guilt.  A 
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large number of relatives also reported experiencing psychological distress, 
such as: 
• Anxiety, depression, loneliness, exhaustion, confusion or fearfulness; 
• A more negative relationship with the person using drugs, with 
increases in the level of arguments and a breakdown in trust and 
communication including marital and interpersonal distress; 
• Lifestyle changes, including a more restricted social life, financial 
difficulties, reduced capacity to work, or changes in family roles, 
routines or rituals; 
• An increase in their own use of drugs, such as alcohol, tobacco or 
prescription drugs; 
• Deterioration of physical health, including shingles, ulcers, migraines, 
raised blood pressure or weight loss; 
• Verbal or physical aggressiveness directed towards them by the family 
member using drugs; 
• Stealing from family members or unpredictable behaviours and mood 
swings by the person using drugs (Ray, Mertens & Weisner, 2009; 
Roozen et al., 2010; Orford, 2010; Velleman et al., 1993).   
 
These experiences have been demonstrated to be fairly universal for family 
members, irrespective of social or cultural grouping (Arcidiacono, Velleman, 
Procentese, Alabanesi & Sommantico, 2009; Orford et al, 2009; Orford et al., 
2005a; Orford et al., 2001)    
 
Broad family functions and processes are also interrupted, such as routines, 
family rituals, roles within the family, family social life and social interactions, 
marital relations, finances and employment (Copello, Velleman & Templeton, 
2005).  This level of unpredictability and lack of certainty and safety within the 
family system commonly results in family members developing their own 
physical and psychological difficulties, which often result in increased 
healthcare utilisation by family members in excess of the general population.  
These can then become broader family stressors, which in turn pose an 
increased risk for family member problems and health conditions (Ray, 
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Mertens & Weisner, 2009).   As a consequence, affected family members are 
more likely than the general population to use specialists, laboratory services 
(at twice the cost of the general population) and report more mental health 
complaints (Copello et al., 2005; Svenson, Forster, Woodhead & Platt, 1995).   
 
Significant others of individuals with alcohol or other drug (AOD) use 
disorders are recognised as being at greater risk of having more medical and 
psychiatric conditions leading to higher medical costs than those families of 
individuals without AOD disorders (Holder & Hallan 1986; Ray et al. 2009; 
Ray, Mertens, Weisner, 2007; Roberts & Brent, 1982; Svenson et al.,1995; 
Weisner, Parthasarathy, Moore & Mertens, 2010). In comparing family 
members effected by an individuals AOD use or an individuals diabetes and 
asthma, Ray, Mertens and Weisner (2009) found family members effected by 
another’s AOD use have higher prevalence of health conditions, and 
comparable, if not higher healthcare utilisation and costs to significant others 
of chronic disease individuals with diabetes and asthma.  Further, it is 
possible to reduce family member medical costs when substance misusers 
are engaged in successful treatment (Weisner et al., 2010). 
 
Parents who suffer from mental health difficulties often face challenges in their 
parenting (Jain, Belsky & Crnic, 1996; Kaslaw, Gray-Deering & Racusin, 
1994; Siegenthaler, Munder, & Egger, 2012).  In their study around the 
process of transmission of mental health problems from parents to children, 
Leinonen, Solantaus and Punamaki (2003) undertook a longitudinal study 
over five years of 527 parents of school-aged children.  They found a 
relationship between poor parental mental health and compromised parenting 
ability, presenting this as a threat to the wellbeing of the family system as well 
as to the child’s ability to adjust and cope. The authors imply parenting 
abilities were more likely to be compromised within the context of poor marital 
relationships. The authors also noted that where a mother experienced 
spousal hostility, they tended to have difficulty controlling their own anger and 
frustrations, and were noted to be more punitive and hostile in their parenting, 
particularly towards their sons.  Although this study took a causal slant, it does 
highlight how parents and parenting are effected when parents have poor 
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mental health, as either a precipitant to a child’s substance use, or as a 
consequence.  Further, in their systematic review and meta-analysis of 
randomised controlled trials with 1490 children, Siegenthaler and colleagues 
(2012) conclude that there is clear benefit in providing treatment to parents 
with mental health symptoms to reduce the risk of transfer to their children.    
 
These findings challenge the assumption that deficits in parenting behaviours 
and family relationships are primarily responsible for the development and 
maintenance of a child’s problematic drug-taking behaviour.  Instead it 
supported an alternative view suggesting that, as a result of the numerous 
difficulties parents encounter due to their child’s drug use, they themselves 
and the family environment may also be adversely affected in ways that 
diminishes their capacity to cope effectively with such a situation.  Orford and 
colleagues (1992) described a “stress-coping perspective” (p. 164) that 
focused on disturbances to the family, and how the family responds to the 
task of coping with a family member who is taking drugs.  This perspective 
was not overly concerned with the causes of the drug misuse and speculated 
that while family factors may contribute to the development of drug use within 
the family, it is only one of many possible bio-psycho-socio-cultural influences 
that may lead to problematic drug substance use. This perspective does 
acknowledge, however, that despite its origins, the way family members cope 
with drug use may have some effect on subsequent outcomes and the family 
system as a whole.    
 
More recently, Orford and his colleagues have incorporated further research 
to enhance their stress-coping model to cover five domains of stress, coping, 
information and understanding, support and symptoms of strain (p.72) into a 
stress-strain-coping-support model (Orford, Copello, Velleman & Templeton, 
2010; Orford, Velleman, Natera, Templeton and Copello, 2013 ). 
 
Using this model, we can assume negative impact on parents as a result of 
the stress their child’s substance misuse brings into the family system.  The 
model does not imply blame, rather it seeks to demonstrate reciprocity and 
provide an intervention point for parents irrespective of whether their child is 
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motivated to engage in treatment. The model identifies the impact of exposure 
to unknown or escalated behaviours on parents, their parenting responses, 
and if unsuccessful, the detrimental effect a worsening situation can have on 
parental wellbeing and parenting practices. The stress and worry of having a 
child using or misusing substances can lead to significant physical and mental 
health problems.  Consequently, parents can be vulnerable to the ongoing 
deleterious effects of a stressful family environment.  As parents seek to gain 
control of their situation, their parenting practices adapt and become more 
directive and controlling as they seek to gain control of the family 
environment.  As is often the case, these parenting responses contribute to 
the family stress by increasing parent-child conflict, further leading to 
increased parent feelings of being disempowered. 
 
This model has provided the basis to a 5-step intervention with concerned 
family members.  The UK Alcohol, Drugs and Family Research Group (ADF) 
promoted primary health care professionals to provide a 5-step intervention 
for concerned family members: listen, reassure and explore concerns; provide 
relevant, specific and targeted information; explore coping responses; discuss 
social support and discuss and explore further needs (Copello, Orford, 
Velleman, Templeton, & Krishnan, 2000a; Copello, Templeton, Orford & 
Velleman, 2010).  Using the 5-step process, Copello and colleagues 
demonstrated family member improvements in physical and psychological 
wellbeing.  
 
The mutuality of emotional and behavioural influence in parent-child 
relationships implies that by intervening to change parenting behaviour and 
practices, this can lead to responsive improvements in child behaviours 
(Masten & Shaffer, 2006).  Parent-directed treatments support parents as the 
mediators of change and provide a responsive intervention for motivated 
individuals, particularly when the adolescent child is unwilling to engage in 
treatment. 
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The ways parents respond when their child is misusing substances 
 
It is evident that living with a child misusing substances can be bad for a 
parent’s health, contributing significantly to biopsychosocial stress, resulting in 
a range of physical and psychological problems for parents (Copello, 
Templeton & Powell, 2009).  At the centre of these problems for many parents 
is the deterioration or loss of a connected and loving relationship they had 
prior to the young persons substance misuse (Orford et al, 2010).   
 
Unfortunately, improvements in substance misuse, such as reducing or 
abstaining from drug use, provide a paradoxical response, and are not very 
reinforcing for concerned parents and family members.  Reductions in 
substance misuse can produce a multitude of physical and psychological 
withdrawal and adaptive processes for the substance misuser, including: 
negative moods; behaviours and lifestyle changes, which can include 
insomnia or excessive sleep; prolonged physical illness as their immune 
system struggles to recuperate; weight loss or gain; aggression or violence; 
social and family withdrawal; and family conflict, which can last for weeks or 
months, whilst also contributing to increased family tension and conflict.  
Therefore, it is difficult for parents to recognise and cope with changes in 
substance misuse.  So, how do parents cope with this? 
 
A universally accepted response from parents is that of worry and fear.  
Parents worry about the potential risks and dangers of their child’s substance 
misuse on both the child and the family system.  A deteriorating, fragmented 
parent-child relationship tends to bring poorer communication, increased 
conflict and greater uncertainty within the family system.  Parents themselves 
may turn to alcohol or other drugs to cope, and use parenting practices ie 
directive, restrictive and punitive approaches, that may elicit or perpetuate 
conflict and aggression.   
 
Although not solely reporting on the experiences of parents, Orford, Velleman, 
Copello, Templeton and Ibanga (2010) believe the qualitative experiences of 
relatives can be clustered into three broad, and at times, entwined, ways 
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family members cope with substance misuse in the family.  They identify 
family members resign themselves to the situation, accept the circumstance 
or accommodate it i.e. put up with it; they try to actively address the situation 
through variations of assertiveness and self-protective strategies i.e. stand up 
to it; or they disengage, avoid or escape the situation i.e. withdraw and try to 
build independence (p13).   
 
Orford and colleagues (2010) go on to explain the implicit challenges parents 
experience in addressing their particular situations, and quantifying the 
strategies they use related to their situation.  In their parenting, parents are 
constantly faced with the dilemma of determining when assertiveness is 
controlling, when firm boundaries are self-sacrificing, when self-care becomes 
disengaged and rejecting of the relative, or when does no longer worrying 
about the relative become lack of support, or worse, no longer caring or loving 
their child.  In addition to parents knowing the rationale behind their parenting 
responses, they have their children challenging parenting behaviour that is 
uncomfortable or does not support a means to the child’s end. 
 
Orford and colleagues (2013) refer to ‘engaged coping’ (p74) behaviours 
incorporating active strategies to assist the family member or parent in coping. 
These strategies might include protecting their child from potential harms 
associated with their substance use ie paying debts, buying their drugs, 
determining acceptable and unacceptable behaviours and implementing 
parenting strategies to address and support both, and self-protective, self-
care strategies for the parent and the family system. 
 
Impact on parenting 
 
Given the enormous strain on parents and the uncertainty of how best to 
address their situation, it would be reasonable to expect parents would be 
finding their parenting role quite challenging.  With exposure to the 
consequences of substance misuse, parents would be required to address a 
myriad of behaviours contributing to, perpetuating and compounding their 
child’s substance misuse. It is unlikely a parent’s experience of their parenting 
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role would be positively reinforced.  One would expect their sense of 
parenting self-efficacy and satisfaction with their parenting role would also be 
adversely effected.  Many parents would not be pre-armed and forewarned 
with effective parenting strategies for addressing substance misuse.  These 
are likely skills parents develop in response to a need to know.  The 
escalation of conflict and tension in the family environment would also 
contribute to the challenges and difficulties parents would face in effectively 
addressing their child’s behaviour.  Managing adolescent substance misuse 
has no predetermined parenting strategies, with much of parenting during 
adolescence based on the precipitating parent-child relationship, previously 
effective strategies and the introduction of newer parenting practices around 
managing substance using behaviours. 
 
WHAT DO PARENTS WANT? RESPONDING TO THE NEEDS OF 
PARENTS 
 
Knowledge 
 
Many parents reported their alcohol and drug knowledge as inadequate.  
Mallick, Evans and Stein (1998) reported parents are often misinformed about 
their child’s substance use and require up-to-date substance use information.  
Specifically, parents in this study wanted greater knowledge of the signs and 
symptoms of drug use, the local drug scene, information around local alcohol 
and drug services/agencies and how to access these services, and education 
around strategies to address substance use and communicate with their 
children.  
 
Of the parents surveyed by Manning and Banfield (1989), 100% believed drug 
education was important.  While parental age did not significantly correlate 
with knowledge levels about drugs, parents with college and graduate 
degrees were significantly more knowledgeable than parents with a high 
school education.  Manning and Banfield (1989) also found parents with 
adolescent children appeared to be more knowledgeable than parents with 
younger children.  Further, parents who had experimented with drugs 
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themselves were more informed and understanding than parents who had 
not.  Parents who completed a drug education course obtained the highest 
knowledge scores overall.   
 
In their study, only 11% of parents believed that experimenting with drugs was 
normal during adolescence.  After completing a drug education program, this 
number increased to 50%.  This could be seen as an indication that, along 
with increasing knowledge, parental attitudes around drug use and misuse 
can also be effected by education programs.  
 
In their collective review of family member experiences, Orford, Velleman, 
Copello, Templeton and Ibanga (2010) reported family members appreciated 
being able to have access to accurate and practical information.  They further 
noted family members valued being able to access information and guidance 
from services, with the authors noting “professional people were prominent 
among sources of informational support” (p. 20). 
 
Access to other parents 
 
The ability for individuals to vent, process and seek peer support within a 
supportive and accepting environment is often advocated.  Parents being able 
to talk openly about their situation within a larger group of parents in similar 
situations is often noted by parents as a very helpful and cathartic experience, 
providing much needed support (e.g. Orford et al, 2010a). A group-based 
intervention provides a cost-effective and easily transportable avenue for this 
process to occur effectively (Bamberg, Toumbourou & Marks, 2008; Sanders, 
Kirby, Tellegen & Day 2014; Toumbourou & Bamberg, 2008) 
 
Self-Efficacy and Confidence 
 
Orford and colleagues (2010) substantiated the impact dealing with a family 
members’ substance use has on family members, stating “family members’ 
self-image and self-confidence were often badly dented by their experiences” 
(p. 10).  A number of researchers have investigated the impact of targeted 
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interventions for enhancing confidence and sense of parental self-efficacy.  
These studies have demonstrated parenting efficacy can be improved, with 
raised efficacy associated with improved family relationships, lower stress, 
improved child behaviour and reduced behavioural problems (Gross, Fogg & 
Tucker, 1995; Gross, Fogg, Sofronoff & Farbotko, 2002), reduced use of 
dysfunctional parenting practices and improved experience of the parenting 
role (Morawska, Haslam, Milne & Sanders, 2011; Sanders & Woolley, 2005;). 
Raising parenting efficacy through group-based collective agency as 
advocated through Bandura’s social cognitive theory is important, whereby 
participants pool their knowledge, support, skills, resources and provide each 
other with mutual support (Bandura, 1986; 1989; 1999).  Further, enhanced 
capability and support in developing effective parenting practices can aid in 
raising self- efficacy and parenting confidence (Bandura, Caprara, 
Barbaranelli, Regalia, & Scabini, 2011; Sanders & Woolley, 2005).   
 
Guidance in finding Effective Parenting strategies 
 
Stressful home environments result in poorer family member functioning (Ray 
et al 2009), and place a great deal of stress and strain on family members 
(Orford et al., 2010).  Consequently, parents can become vulnerable to the 
effects of negative mood on their parenting and being uncertain about the 
best way to parent their child.  This can result in parents becoming controlling 
and using directive parenting practices; they can become distant, disengaged 
or avoidant; they can become over involved in their child’s life or develop a 
disregard for their own needs.  As previously highlighted, protective parenting 
strategies focused on developing engaged parenting, establishing improved 
channels for communication, building stronger, warmer and connected parent-
child relationships, reducing conflict and arguments are needed.  Parents also 
need to reduce the risk to their own wellbeing and mental health by increasing 
their use of parent self-protection strategies such as self care, not developing 
an alcohol or drug issue themselves, increasing their own socialisation and 
support networks, and maintaining strong interpersonal relationships. Parents 
with adolescent children have the added quandary around the best way to 
address behaviours occurring in their family due to substance misuse and 
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adolescent development, therefore understanding adolescent development 
and substance use may help parents in applying age-appropriate parenting 
strategies.   
 
In clinical practice, parents report their need to learn parenting strategies that 
will be effective and support good outcomes, such as when and how to 
balance independence and dependence, letting go or staying involved, what 
to do and what not to do, rules or responsibilities.  A group environment with 
other parents in similar situations can also be a good way to cross pollinate 
parenting strategies, learn new strategies or refine current strategies.    
 
Alternative treatment options 
 
Stand alone, unilateral interventions not requiring the problem substance 
misuse to engage in treatment (as previously discussed) provide an 
alternative treatment option for family members ‘at their wits’ end’.  As a 
standalone intervention, parent-only treatments provide an option when the 
young person is treatment-resistant, not willing to address their substance use 
or are disengaged from the family system.  Parent-only interventions enable 
the targeting of parenting practices, in addition to bolstering parental 
psychological functioning (Copello, Templeton & Powell, 2008; Toumbourou 
2001).  Improved psychological functioning and coping has been 
demonstrated as having positive effects on the family system and on 
parenting practices (Sanders et al., 2014; Toumbourou, 1994; Toumbourou et 
al., 2001), which have been demonstrated to reduce both adolescent 
substance use (Henggeler et al., 2002; Liddle et al., 2004a; 2004b) and act as 
protective factors to build adolescent resilience to stress and strain (Hawkins, 
Catalano & Miller, 1992). 
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AN AUSTRALIAN CONTEXT  
 
Australian Adolescents Substance Misuse Epidemiology Trends 
 
Adolescence continues to be the highest risk period for uptake and use of 
drugs, and certainly in Australia, trends are consistently reporting that the age 
of drug use initiation is becoming younger (White & Smith, 2009). Despite 
increased knowledge of adverse consequences of alcohol and drug misuse, 
and increasing government support and intervention measures such as 
National Campaign Against Drug Abuse (NCADA: Wragg, 1992) 
subsequently, the National Drug Strategy (NDS: Ministerial Council on Drug 
Strategy, 2004), the war on drugs is not being won.  Although Australian’s 
illicit drug use had declined between 1998 and 2007, a significant increase 
was shown in 2010, primarily through cannabis and non-medical 
pharmaceutical use (Roxburgh, Ritter, Slade & Burns, 2013).  
 
The 2010 National Drug Strategy Household Survey (Australian Institute of 
Health and Welfare (AIHW), 2011) of Australians indicated illicit substance 
use was rising.  The number of Australians over 14 years drinking alcohol 
daily reduced slightly from 8.1% (2007) to 7.2% (2010); however, the trend 
towards drinking at risky levels increased.  Prevalence of cannabis use had 
been increasing, and it continued to be the most commonly used illicit 
substance in Australia.  Most new users were adolescents.  The highest point 
of entry into illicit substance misuse continued to be during adolescence.  
Community tolerance for cannabis use had also increased, with younger 
people demonstrating more support for policies that would legalise and enable 
regular use of drugs. Incidents of mental health issues, psychological distress, 
diagnosis or treatment and psychosocial consequences of substance misuse 
continue to grow (from 11.1% in 2007 to 13.6% in 2010).  
 
Findings from the 2011 Australian School Students’ Alcohol and Drug survey 
of high school students (ASSAD: White & Bariola, 2012) and the 2010 
National Drug Strategy Household Survey (NDSHS: AIHW, 2011) have 
continued to demonstrate the consequences of drug and alcohol misuse 
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within the youth cohort.  In these surveys, young people acknowledged the 
increasing opportunities for experimentation with drugs, as the costs to 
purchase drugs decrease, and availability, affordability and accessibility 
increase (AIHW, 2011).   
 
Almost 90% of 16-17 year olds at high school have consumed alcohol, 39% 
have smoked tobacco and 27% have ever tried cannabis (ASSAD, 2011).  At 
least 50% have consumed alcohol in the past month, with 51% of 17 year olds 
reporting consuming alcohol within the previous week in excess of National 
Health and Medical Research Council guidelines (NHMRC, 2001) for adult 
alcohol consumption per day. There are no identified ‘safe’ drinking levels for 
children, nor adolescents; therefore a significant percentage of adolescents 
are binge drinking at adult-defined ‘risky’ and ‘high risk’ levels, greatly 
increasing the possibility of lifestyle problems, including alcohol-related 
physical problems and accidents.   
 
According to ASSAD (2011), cannabis is the most commonly used illicit 
substance by all secondary school students.  By the time they reach 17 years, 
about a fifth of all students have deliberately sniffed inhalants to ‘get a high’ 
and almost 6% have used ‘speed’ (amphetamines), and 2% have used heroin 
(ASSAD, 2011).  In comparison with previous ASSAD surveys (White & 
Hayman, 2005 and White & Smith, 2009), most secondary school student 
substance use has stabilised or slightly reduced. 
 
Access to, and availability of, alcohol and drugs is becoming increasingly 
easy. In reporting opportunity to use, 14–19 year-olds say alcohol (84%), 
cannabis (37%) and non-medical related use of pharmaceuticals (34%) are 
the most easily accessible and available of all drugs (AIHW, 2007).  Not only 
are these drugs easy to obtain, they are relatively inexpensive to purchase, 
socially acceptable within the youth context, and are the substances more 
likely to be used excessively or in a binge style by adolescents (AIHW, 2010). 
 
 
 | P a g e  47 
The Experiences of Australian Families 
 
Historically, the needs of Australian families have remained distant in national 
and state drug action policy development.  However, changes began when 
The National Drug Strategic Framework 1998/1999 to 2002/2003 recognised 
the need for family intervention as one of 12 strategic objectives to reduce 
and address drug use within Australia.  The Commonwealth Department of 
Family and Community Services initiated the Stronger Families and 
Communities Strategy (2000) and Strengthening Families Initiative (2000) to 
support families.  An emphasis was placed on local communities developing 
solutions to local problems through the provision of funding opportunities.  
The Queensland Illicit Drug Action Plan 2003/2004 to 2006/2007 (Queensland 
Health, 2004) mentions two family interventions within its strategic directions, 
with one being PKD, the current intervention under review.  
 
The most recent national framework, the National Drug Strategy 2010-2015 
(Ministerial Council on Drug Strategy, Commonwealth of Australia, 2011) 
recognises the importance of reducing harm to families under it’s three pillar 
approach i.e. demand reduction, supply reduction and harm reduction.  Under 
Pillar Three, harm reduction, Objective Two states:  
 
“The families of people using drugs – their parents, partners and 
children – often suffer significant impacts from their drug use.  
Support needs to be available to families, particularly with children, to 
help them manage the stresses they may be experiencing from a 
family member’s drug use and help engage them in managing the 
individual’s drug-related problem.  Families also aid in recovery.  
Services for people with drug-related problems need to recognise the 
impact of drug use on families and help ensure they are provided or 
connected with the right support.  This applies both to specialist 
alcohol and other drug treatment services and to policing, social 
welfare and other services that may be interacting with people with 
drug-related problems” (p15).   
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Although this is a promising step in the national directive, there appears to be 
too few campaigns directly addressing this objective at a national level.  
Including family members in treatment requires clinicians to progress from 
their traditional model of treating individual clients to developing and 
implementing sustainable family inclusive and sensitive practice.  This would 
not be a simple matter of adding additional services for family members, but 
rather a paradigm shift towards recognising the importance of providing 
holistic, systemic care.  This requires sustained organisational change and a 
culture shift from individuals, organisations and funding bodies.  
 
The ‘From policy to implementation: child and family sensitive practice’ report 
(Roche et al., 2014), commissioned by The Australian National Council on 
Drugs (ANCD) examined policy frameworks supporting or hindering effective 
child and family practices within the Australian alcohol and other drugs sector, 
the authors noted that while all Australian states and territories appear to have 
policies relating to child and family sensitive practice, “there appear to be few 
mechanisms to guide and inform the implementation and operation of these 
policies, and many were fragmented, inconsistent and incomplete” (Roche et 
al., 2014  p. x).   
 
In their service audit and survey of key stakeholders within the Australian 
alcohol and other drug field, noted barriers to child and family-inclusive 
service delivery included: 
• the lack of consistency in clinical practice within the AOD sector 
• differences between government and non-government service 
provision  
• targeted funding for specific client groups 
• data collection systems not being compatible across state and territory 
systems 
• relevant clinical supervision not often available 
• clinician confusion over who their client was and whether including a 
clients family in treatment was considered good practice 
• inconsistent worker confidence, training and qualifications 
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• intersectoral barriers around not sharing information and competition 
for funding.  
 
The authors also noted “Government services were seen to be less flexible 
and more constrained in terms of their ability to change their services delivery 
models in response to emerging needs and issues” (Roche et al., 2014 p.xiii) 
 
In terms of factors which would facilitate the uptake and sustainability of child 
and family-sensitive practice, the authors discussed the importance of flexible 
funding, training and professional development, management support, skilled 
and specialist staffing, dedicated staff, access to sustainable clinical 
supervision and having alcohol and drug experts, ‘champions’ to promote 
child and family sensitive practice within the field and organisationally. 
 
That said, in addressing family sensitive practice in Australia, the report was 
primarily focused on the harms a parents substance use can have on their 
vulnerable children, with little regard to working with vulnerable parents of 
substance misusing children.   
 
The harms experienced by another person’s substance misuse have begun to 
be recognised and recorded.  The 2007 National Drug Strategy Household 
Survey indicated respondents (over 14 years old) reported they had been 
verbally abused (25%), put in fear (13%) or physically abused (5%) by a 
drinker in the past 12 months (AIHW, 2007). 
 
In a Victorian report into the range and magnitude of alcohol’s harms to 
others, Laslett and colleagues (2010) investigated the impact alcohol has on 
others from a range of known and unknown perpetrators based on data 
provided by a range of Victorian government and non-governmental agencies 
i.e. Police service, treatment agencies, telephone helplines.  Traditionally, 
alcohol-related harms have been investigated from the individual drinkers 
perspective, however, the outcomes from this study measured and 
demonstrated the ripple effect an individual’s alcohol use has on others, 
including their family, friends, work colleagues and people not known to them.  
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According to their report, when the known drinker was a household member 
(including parent, partner, child), the most cited experiences were a “serious 
argument without physical violence” (n=148; 70.1%),  “emotionally hurt or 
neglected” (n=136; 65.7%), “negatively affecting a social occasion” (n=122; 
57.6%), “failing to do something they were being counted on to do” (n=110; 
53.6%) and “feeling threatened” (n=63; 29.8%) (Laslett et al., 2010). 
 
With regards to treatment seeking, service utilisation data from Directline, a 
Victorian 24/7 AOD telephone helpline during 2005/06, indicated 2,253 
concerned significant others called for support relating to a persons alcohol 
use.  Among these callers, 25.3% identified themselves as parents, although 
no child age was recorded (Laslett et al., 2010; p162).  
 
According to the Alcohol and Other Drug Treatment Services in Australia 
2010–11: Report on the National Minimum Data Set (AIHW, 2012), a data 
report of formal and federally-funded alcohol and drug treatment agencies in 
Australia, 144,002 people sought formal substance misuse treatment in 
Australia during 2010–2011 (Table 2). Only 6,500 (4%) of treatment episodes 
were for people seeking assistance related to someone else’s substance use. 
Of these people seeking ‘significant other’ intervention, 75% received 
counselling, 13% received support and case management, and 6% received 
information and education as the only intervention.  These figures are only 
slightly higher than the previous reporting period of 2008-2009, where 5645 
treatment episodes were provided for significant others (AIHW, 2011).  That 
said, there is a slight increasing trend in service provision for concerned 
significant others. 
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Table: 1 Client type (in numbers) by Australian State, 2010-11. 
Client 
type 
NSW VIC QLD  WA SA TAS ACT NT Australia 
Own 
drug 
use 
35,365 49,974 25,580 15,971 9,143 1,653 3,108 3,208 144,002 
Other’s 
drug 
use 
675 2,911 961 1,140 287 85 48 379 6,486 
TOTAL 36,040 52,885 26,541 17,111 9,430 1,738 3,156 3,587 150,488 
Own 
drug 
use % 
98.1 94.5 96.4 93.3 97.0 95.1 98.5 89.4 95.7 
Other’s 
drug 
use % 
1.9 5.5 3.6 6.7 3.0 4.9 1.5 10.6 4.3 
Alcohol and Other Drug Treatment Services in Australia 2010-11: Report on the National 
Minimum Data Set (AIHW, 2012). 
 
Laslett and colleagues (2010) ‘crudely’ estimated the cost of providing 
community-based counselling services within Australia for significant others 
(non-using clients) effected by someone else’s drinking was within the vicinity 
of $2,857,665 (p159).  It should be noted this estimate does not include 
significant others presenting concerned about substances other than alcohol, 
suggesting this quite a conservative estimate. 
 
The Laslett et, al. (2010) study was instrumental in informing Australian policy 
development, as stated on the Centre for Alcohol Policy Research 
(www.capr.edu.au) website, “This paradigm shift challenges current thinking 
about the direction of alcohol policy in Australia and internationally. It 
demonstrates the wide-reaching impact alcohol has on individuals, community 
and industry, and shows that the range and magnitude of alcohol’s harms are 
far greater than ever imagined”. 
 
Addressing the role and involvement of families in adolescent drug misuse 
treatment has been raised as optimal clinical practice; however the capacity of 
service providers to implement these findings and incorporate family members 
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in treatment has been slow.  In 2000, the Victorian Government Department 
of Human Services commissioned research (Frye, Dawe, Harnett, Kowalenko 
& Harlen, 2008) into the experiences and needs of family members having 
contact with drug treatment services in Victoria, including interviews with staff 
on their current treatment practices.  This research again brought to the fore 
the alienation and lack of support many families experienced in accessing 
drug and alcohol treatment services.  The vast majority of families reported 
that they wanted to be able to support and contribute to treatment, viewing 
their involvement as crucial in the treatment process. To enable them to 
provide appropriate support, families recognised that they needed greater 
information and understanding around drug and alcohol issues.  Additionally, 
focus groups also indicated young people wanted their family to support them 
in the treatment process (Frye et al., 2008).    
 
Social support is important in maintaining positive health and wellbeing. As 
cited in the 2007 report by the AIHW, Young Australians: Their Health and 
Wellbeing,  
“Research suggests that people without social support have higher 
rates of morbidity and mortality than people with social networks.  
There are several ways in which social support may have positive 
effects on health.  People within a social network may play a role in 
health promotion and positively influence the health related behaviours 
of others.  In addition, a broad social network may increase a person’s 
resources and knowledge, allowing them to gain access to quality 
health services.  Social support may also have positive psychological 
or emotional effects, helping people to better cope with stress and 
illness.” (p. 103)   
 
In addition, lack of social support can contribute to health risk behaviours, 
increasing utilisation of unhealthy coping strategies, including increased 
cigarette smoking and reduced physical activity (AIHW, 2007). Although the 
findings indicated a need for increased family support, actioning these 
outcomes has not demonstrated significant momentum. 
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With the number of concerned significant others seeking substance misuse 
treatment increasing annually, and the evidenced harms to concerned 
significant others experience, it is unfortunate that the Australian drug 
treatment system continues to be slow in responding proactively to the needs 
of significant others, particularly parents with adolescent children. 
 
Parent-only Interventions within Australian Alcohol and Drug Treatment 
Agencies 
 
The last 20 years has seen increased international interest and study into the 
involvement of family in treatment.  This has raised the importance for family 
members to be involved in treatment to achieve benefit and maintenance 
gains for both the young person and family members.  A significant clinical 
implication of the research is that intervening with the adolescent’s parents, 
even without the adolescent present, can improve the family environment, 
support parents to cope, reduce ongoing risk and increase positive alcohol 
and drug changes for the adolescent.  In order for the family system to have a 
beneficial impact however, it is important to initially address the mental health 
of family members (Toumbourou & Bamberg, 2008). 
 
In Australia, Toumbourou and his colleagues (Toumbourou, Blyth, Bamberg & 
Forer, 2001) investigated the impact of their BEST (Behavioural Exchange 
Systems Training) program for parents stressed by adolescent substance 
misuse.  This was an emergence within Australia of a system change to be 
working with parents of adolescents, and an investigation of the impact of a 
unilateral family intervention on the concerned family member.  The BEST 
program was developed to support families (parents) in coping with 
adolescent alcohol and drug use using a multifamily group education format.   
 
In their early assessment of program outcomes, Toumbourou and colleagues 
reported the majority of participating parents had elevations of mental health 
symptoms, and following engagement in their 8-week, professionally led, 
parent-only program, the authors reported positive outcomes across the 
domains of mental health, parenting satisfaction and effective parenting 
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practices when compared with assigned waiting list parents.  The authors of 
the study included parents concerned about illicit substance misuse by 
children aged 12-24 years, with participating parents (N=66) responding to 
advertisements through drug treatment agencies.  Parents were assigned to 
treatment or waiting list, rather than randomly assigned, primarily based on 
when they contacted the study or availability of places in the intervention.  
Bamberg and colleagues (2001) reported almost one-third of participating 
families reported adolescent recovery from substance abuse at two-year post 
intervention.   
 
An extension of the program was developed in 2003 incorporating a family 
systems approach.  The BEST-Plus program included siblings to support the 
development of a positive family environment.  In their initial evaluation of 
effectiveness, Toumbourou and Bamberg (2008) included 34 parents (from 21 
families) recruited from tertiary treatment agencies who were concerned about 
the impact their adolescent child’s substance use was having on their lives.  
The child was required to be dependent on the family and living at home.  The 
program was conducted over eight weeks, with the authors reporting post-
treatment improvements in stress and mental health, family cohesion and 
increased action taken by the young person to address their mental health 
and substance use (Bamberg, Toumbourou & Marks, 2008; Toumbourou & 
Bamberg, 2008).  The BEST programs were implemented to support family 
member coping, with a focus also on adolescent substance use reduction.      
 
In undertaking a literature review for additional published programs in 
Australia developed to respond to the needs of parents in their own right, 
providing a parent-only intervention for parents with adolescent substance 
misusing children, the search yielded no results. This was therefore an 
obvious gap in service provision within the Australian adolescent alcohol and 
drug treatment context. 
 
The majority of Australian alcohol and drug treatment and mental health 
agencies are often under-resourced and based on the medical/disease model, 
which does not promote services outside of the direct user.  There was a 
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need for an empirically-based intervention to support parents that could be 
readily transported into real world community settings.  A brief intervention 
targeting the often least resistant family members was required to address 
this service delivery gap. 
 
 
DEVELOPMENT OF PARENTS, KIDS AND DRUGS (PKD): A PARENT-
ONLY INTERVENTION FOR USE IN ROUTINE CLINICAL PRACTICE 
WITHIN AUSTRALIA 
 
Family members often find themselves in a confusing dilemma as to the best 
position to take in a bid to manage their situation (Orford et al., 2005).  Family 
members report difficulty in accessing and receiving treatment and assistance 
in their own right (Frye et al., 2008; Orford et al., 2009) highlighting a 
significant service delivery gap for parents and concerned significant others.   
 
In assessing the effectiveness of adolescent substance misuse parent 
education and support programs, comparisons are often made with family 
therapy interventions.  It is argued that treating an individual in isolation of 
their family context is often unproductive because, even if the individual is 
able to make changes, it is often difficult to maintain them if the person returns 
to a family system that is still the same and inadvertently encourages the 
continuation of the drug-taking behaviour that the person has attempted to 
change (Szapocznik et al., 1988).  In addition, it is often hypothesised that a 
person's drug use may play an important role in the functioning of the family 
system, e.g. to get the attention of other family members or to provide a 
distraction from other areas of conflict within the family, such as 
marital/relationship conflict between parents (Stanton & Todd, 1982).   
 
It could be argued that parent education groups are not as effective as family 
therapy interventions because only the parents are receiving treatment, 
however, findings reported in the literature (Friedman, 1989; Joanning et al., 
1992; Lewis, Piercy, Sprenkle & Trepper, 1990) indicate that whilst family 
therapy may be marginally more effective in reducing the level of adolescent 
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substance use, it does not appear to be any more effective than education 
around behaviour change within the family.  This would suggest that parents 
may be supported to address their own wellbeing needs, make choices 
around changing their own patterns of behaviour and communication, which in 
turn, may be influential in producing changes within the family system and 
possibly, their child's drug use.  
 
The need for a parent-only intervention within the Australian adolescent 
substance misuse field was addressed with the development of a multifamily 
group-based intervention. The Parents Education and Support (PESP) 
program was initially developed on the evidence that the family system and 
family functioning can be modified by changing a component of the family 
system (Szapocznik et al., 1983; 1986).  Improvements in parental wellbeing 
and mental health can contribute to family functioning improvements. 
 
The aim was to help parents become aware of a number of options and 
strategies that may be useful in terms of responding to their child’s drug use.  
Additionally, the program sought to identify and educate parents around 
approaches that may not be helpful in this process as a means for reducing 
family tension and dysfunction. A significant theme running through the 
program was a focus on encouraging parents to be less self-neglecting in 
terms of satisfying their own individual needs, especially in the area of their 
psychological and physical health. 
 
Although the initial time required to set up a group-based parent intervention 
may be lengthy, when considering cost- and time-effectiveness, groups can 
incur less costs over time.  Group-based interventions allow staff to see more 
clients simultaneously compared with individual counselling.  Additionally, the 
same program can be replicated in various outpatient, community and non-
residential settings.  Peer support from other parents is another important 
effect of the program as it validated and normalised the experiences of 
parents who are also dealing with the same problem in their family.  Based on 
anecdotal comments made by young people who had sought treatment and 
as identified by other clinicians (e.g. Szapocznik et al., 1983; 1988), it is 
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commonly found that young people engaged in substance misuse will not 
routinely consider joint therapy with their parents.  This can be due to their 
need to talk about their drug use privately and confidentially or because of 
high levels of conflict and hostility between family members. Parents 
conversely are often highly motivated to be involved in action towards their 
child’s drug use, but often reported feeling discouraged about the benefits 
from family therapy if their child will not participate 
 
The Parent Education and Support Program, subsequently renamed, Parents, 
Kids and Drugs (PKD) was designed to empower parents with the tools for 
parenting change and hopefulness.  The aim was to enhance the parenting 
capabilities and confidence of parents under pressure during adolescent 
substance misuse.  The program had its origins in the underlying assumption 
that parents dealing with adolescent substance misuse are under-resourced 
in effectively addressing this area of parenting, and are likely to be 
emotionally overwhelmed and at risk of developing mental health concerns 
themselves.  Consequently, they are likely to have depleted parenting 
confidence and satisfaction, placing them at risk of poor mental health and 
carer stress.  Further, they may not have the parenting skills to manage 
situations arising from their child’s substance misuse leading to lowered 
parenting self-efficacy.  The program’s goal was to improve parenting self-
efficacy and confidence through educating parents about, and supporting their 
increased utilisation of effective parenting practices thereby increasing 
effective individual and parenting responses and reducing negative effects on 
caregiving and mood.  
 
 
SUMMARY AND CONCLUSIONS FROM THE LITERATURE 
 
The past few decades have seen greater interest emerging within the 
adolescent substance misuse arena for working with concerned family 
members.  Longitudinal and well-researched studies have provided great 
insight into, and understanding of, the aetiology of youth substance misuse.  
Researchers have identified risk and protective factors that have been 
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invaluable in informing interventions, particularly preventative approaches, 
and which have led to the emergence of multisystemic family approaches to 
treatment (e.g. Henderson, Rowe, Dakof, Hawes & LIddle, 2009; Henggeler et 
al., 1991; 2002; Liddle et al., 2001) that have been both efficacious and 
effective.  While family factors have been recognised as critical contributors to 
the development of adolescent substance use (e.g., Toumbourou et al., 
2001), and family engagement and involvement in prevention and treatment 
interventions has been demonstrated as effective in addressing youth drug 
use (e.g. Ozechowski & Liddle, 2000), few researchers have shifted focus to 
examine the effects of adolescent substance misuse on parent wellbeing and 
parenting practices.  It is not unreasonable to assume that when a child 
engages in a known risk behaviour, such as drug use or misuse, parents and 
their ability to effectively parent would also be compromised.  However, few 
studies have explored the impact of a child’s substance misuse on parents, 
nor have they greatly contributed to our knowledge in how best to support and 
guide parents in responding and coping with the debilitating psychological 
stress and distress of knowing their child is engaging in haphazard, and 
potentially life threatening, drug use.  This begs the question, how effective is 
treatment without the drug user?  Surprisingly, few researchers have 
addressed this quandary within the adolescent field.  Much more research has 
taken place over the past few decades around spouses and children of 
drinkers; however, parents of adolescent children have not featured highly as 
a treatment entity on their own.  This quandary and the significant gap in 
service provision for parents within the current health system guided this 
thesis’ argument for the development of an intervention for concerned parents 
accessing primary healthcare settings. 
 
Engagement of family members in treatment has clearly demonstrated 
improvements in family functioning and coping, improved treatment 
engagement for the substance misuser and better treatment outcomes 
including reduced substance use and improved lifestyle. Political rhetoric and 
nationwide Mental Health and Alcohol and Drug policies promote and 
encourage service providers to involve significant others in treatment, 
however, this is often not supported through local funding arrangements or 
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possibly due to clinician or organisation constraints.  Despite our knowledge 
and understanding of the benefits of family involvement, routine engagement 
of family in treatment is low.  Further, there appeared to be a tension between 
meeting funding targets for substance reduction and achieving outcomes in 
treatment for significant others. 
 
Establishing Parent-oriented Practice 
 
Based on clinical experience in a community young person’s substance 
misuse facility and noting the available scientific literature available at the 
time, it was concluded that a gap existed in knowledge on the value of parent 
orientated interventions.  Research evidence indicated there was a gap in our 
knowledge of interventions orientated to the parents of substance misusing 
young people.  Exploration of community supports at the time indicated there 
were no parent support options available within the local community sector.  
Additionally, parent inclusive practice was advocated within the emerging 
literature, however, this was not routinely available within usual clinical 
practice and not encouraged within the public health system at the time.  
Consequently, a parent-only group-based intervention, the Parent Education 
and Support Program (PESP) was developed to meet the needs of parents 
seeking help from a youth substance treatment agency in the Brisbane 
Metropolitan area. 
 
The PESP was designed to support family-focused practice and provide a 
treatment avenue for concerned parents where no other option existed within 
Government-provided services within Queensland.  The program aimed to 
support parents in their parenting of their adolescent substance misusing 
children through the provision of relevant and factual information; and 
education around parenting practices and skills whilst also addressing their 
psychological needs for support and engagement with parents in similar 
situations, providing reassurance and recognition of parents as a treatment 
entity in their own right.  The PESP was not intended to be family therapy, but 
rather an intervention focused solely on the needs of parents.  The problem 
substance misuser was not required to be present nor be engaged in formal 
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treatment for parents to engage in the groups, with the program placing less 
emphasis on the severity of the substance misuse.  Contrary, the program 
was not overly concerned with the adolescents’ motivation, or lack there of, to 
address their substance use.  The program was primarily concerned about 
promoting positive change and wellbeing for parents as the treatment entity 
and focus. 
 
The main aim was to enhance parent’s parenting knowledge, confidence and 
skills around adolescent substance misuse to assist in supporting positive 
outcomes for parents. The program targeted modifiable parent factors of 
mood; confidence; self-care; and parenting strategies of parent-child 
relationship building; communication; conflict resolution; boundary setting; and 
monitoring with parents of adolescent substance misusing children.  Although 
it is recognised changes in parenting and family environments contribute to 
positive child outcomes, the program was predominantly focused on 
significant other outcomes and preventing declines in parent wellbeing due to 
the consequences of having a child misusing substances.  
 
Following increased service demand and the success of this locally facilitated 
program (as evidenced by parent feedback, growing wait lists and requests 
from other counselling service providers), funding was sought, and received to 
further advance parent-focused work into community healthcare settings 
across Queensland through the provision of the parent-specific intervention. 
 
To support broader dissemination outside of substance treatment agencies, 
the PESP was refined, manualised and developed into a handy carry kit for 
use within community-based treatment agencies.  For marketing of the 
program outside of substance treatment agencies, the PESP was rebranded 
Parents, Kids and Drugs.  The PKD program was funded by the 
Commonwealth Government and designed into an easily transportable 
treatment program incorporating a treatment manual, facilitation guides and 
resources, parent information booklets and marketing materials.  
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The discussion around the development and subsequent statewide 
dissemination and evaluation of the Parents, Kids and Drugs forms the basis 
of this thesis. 
 
 
Research Questions 
 
Based on the available literature and the clinical experience of the author, it 
was contended that parents with substance misusing children experience 
significant demands on themselves personally, on their caregiving and also in 
their parenting role.  Specifically, an informed assumption was made that 
these parents would be experiencing significant levels of stress and strain in 
their caregiver roles due to the challenges of coping with, and managing their 
child’s situation; their mood would be negatively effected; parenting efficacy 
and enjoyment of their parenting would be negatively effected and they would 
be using parenting strategies and practices that may not produce the desired 
outcomes parents hoped for.  In addition, it was proposed that these parents 
would benefit from improved social support, specifically peer support, with 
improvements across the wellbeing, caregiver and parenting domains 
following engagement in a supportive parenting intervention. These 
assumptions were also in line with the Stress-Strain-Coping-Support model 
proposed by Orford and colleagues (2010a). 
 
Aim 
 
To assess the impact of a parent-only group intervention (PESP and PKD) on 
parents with adolescent substance-using children and to determine its 
effectiveness in supporting parents to better respond and manage their 
situation by teaching parents to utilise effective parenting and personal 
wellbeing practices to positively effect mood, and parenting efficacy and 
competence, and reduce caregiver strain.  Further, this research aimed to 
support and advocate for parent-inclusive practice and add PKD as a 
treatment modality within the adolescent substance misuse field focusing on 
the needs of parents. 
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Hypothesis 1 
Participants who receive the parenting intervention will demonstrate 
significant improvement in alcohol- and drug-specific knowledge as a result of 
their engagement in the intervention, and this will be maintained at six-month 
follow-up. 
 
Hypothesis 2 
Compared to the control group, participants who receive the PKD intervention 
will report significant improvements in positive mood states and reductions in 
caregiver stress and strain at the end of the intervention, and this will be 
maintained at six-month follow-up. 
 
Hypothesis 3 
Compared to the control group, participants who receive the PKD intervention 
will report significant improvements in parenting competency; parenting 
satisfaction and efficacy at the end of the intervention, and this will be 
maintained at six-month follow-up. 
 
Hypothesis 4 
Compared to the control group, participants who receive the PKD intervention 
will report increased use of positive, effective parenting strategies at the end 
of the intervention, and this will be maintained at six-month follow-up. 
 
Hypothesis 5 
There will be a positive association between participants’ mood states, level of 
caregiver strain and their parenting satisfaction and efficacy on their parenting 
practices at the end of the intervention, and this will be maintained at six-
month follow-up. 
 
Additionally, in undertaking a review of consumer feedback following their 
engagement in the parenting intervention, it was expected parents would 
provide valuable insights and feedback on the lived experience of attending 
the group program.  It was hoped this feedback would provide further insights 
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to the experiences of parents, and contribute to the literature on providing 
parent-inclusive practice and meeting the needs of these parents.  
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CHAPTER THREE  
STUDY I: EVOLUTION OF PARENTS, KIDS AND DRUGS FROM THE 
PARENT EDUCATION AND SUPPORT PROGRAM 
 
“It’s a long haul bringing up our children to be good; you have to keep 
doing that – bring them up – and that means bringing things up with 
them.  Asking, telling, sounding them out, sounding off yourself – 
finding, through experience, your own words, your own way of putting 
them together.  You have to learn where you stand, and make sure your 
kids learn (where you stand), understand why, and soon, you hope, 
they’ll be standing there beside you, with you.” 
Erik Erikson 
 
 
 
INTRODUCTION  
 
The Parent Education and Support Program (PESP) was jointly developed by 
colleagues Michelle McBride (nee Kerr) and Vanessa Winchester (thesis 
author) during their employment with the Queensland Department of Health.  
The program was developed in recognition of parents as a target service 
delivery population within the adolescent drug misuse field, supporting the 
central tenet that parents need and deserve support and assistance in 
managing what could only be described as one of the most difficult and fear-
invoking situations to arise in parenting.  The PESP program was 
subsequently refined and written into a manualise treatment protocol for 
broader dissemination by Vanessa Winchester (thesis author).  The program 
was renamed Parents, Kids and Drugs for clearer identification of the 
programs intent and to assist with marketing within the general community. 
 
The idea for developing a unilateral parenting program stemmed from our 
clinical work, working as psychologists in a government, non-residential, 
adolescent drug and alcohol treatment facility for young people under the age 
of 25 years.  Formally known as The Prince Charles Hospital Health Service 
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District Youth Community Team, aka the Hot House, the service was 
established in 1988, and for over 20 years was the only Queensland 
Government Department of Health, youth-specific alcohol and drug non-
residential program.  
 
Young people accessing this tertiary treatment agency could be binge 
drinking; injecting substances such as amphetamines (speed), heroin, 
Vegemite and, in some cases, anything they could liquefy; smoking copious 
amounts of cannabis; and stealing. They may have been in jail, or looking 
towards a jail sentence; were no longer attending any type of structured 
education, training or employment; and they were somebody’s son or 
daughter who may or may not be actively engaged with their parents or 
families.  The service was provided free-of-charge and operated from a non-
descript, unsigned residential house converted to be a youth specific 
environment. 
 
Increasingly, the parents of presenting adolescent clients were requesting 
support and guidance for themselves, in addition to the young people 
requesting assistance to “get them (their parents) off my back”.  Although 
parents were not excluded from accessing the service, they were also not 
routinely encouraged to attend the service as it was deemed a ‘youth 
treatment service’.  Clinician skill in working with these significant others was 
somewhat limited, as were clinician resources, however, we continued to 
have parents requesting help. 
 
During non-standardised intake assessments, parents accessing the service, 
often blamed themselves and reported feeling incredibly guilty about the 
possibility that they had somehow 'caused' their child to use drugs. Parent 
responses like “What did I do wrong?”; “It's all my fault because...”; “I don’t 
know what to do”; “I’m scared they’re going to die” were often voiced by 
parents accessing counselling services.   
 
As a clinician working with adolescents using and misusing alcohol and the 
full spectrum of available drugs, including legal and illegal, and having the 
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privilege of hearing the stories of drug use directly from these young people, 
the author was in a fortunate position to be able to transfer knowledge, 
insight, reasoning, experiences and the ‘secret code of adolescents’ without 
breaching individual confidentiality to help parents better understand what 
their children might be experiencing and potential reasons behind their 
substance use. Also, as a clinician, it was possible to help parents use this 
information productively to address their own parenting practices to help steer 
their children through this period, maintain a relationship with their children, 
and express hopefulness and future direction.  Therefore, it was decided a 
group-based program would be developed, the PESP, for these parents 
whose children were taking extreme risks with their young lives, for the 
parents who wanted to remain in their child’s life but didn’t know how.  The 
parents seen in clinical practice were motivated to do something, anything, if 
only they knew what, and how. They reported feeling anxious, stressed, guilty, 
and overwhelmed.  It was anticipated a group-based program would help 
parents seek support from each other and share stories of success, 
challenges and learnings.  
 
In addition to addressing the needs of parents, organisational restraints also 
featured heavily in the development and structure of the program.  At the time 
of inception, funding for service provision was based on episodes of care for 
the substances misuser.  Significant other consultations were not covered by 
the Services’ allocated funding, therefore, the organisation necessitated a 
cost-effective intervention utilising existing staffing and resources.  This was 
the main determinant behind the development of a brief group-based parent 
intervention. 
 
The authors designed PESP around their own clinical observations, parent 
feedback and clinician/colleague feedback, leading to three core assumptions.   
1. Firstly, parents experience significant psychological impairment and 
distress when they have a child engaging in drug misuse and this 
distress severely impacts on parent resiliency and coping, which, in 
turn, impairs parenting practices.   
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2. Secondly, high-risk drug-using adolescents do not readily access 
treatment services; therefore a selective unilateral intervention option 
targeting the least resistant family members would provide indirect 
access to treatment and treatment options for these youth.  It was 
hypothesised that through educating parents and teaching them 
intervention strategies, they could have a greater impact on their child’s 
behaviour, resultant in reduced negative parent-child interactions and 
improved child behaviours.   
3. Thirdly, parents may be able to influence and encourage their children 
to lead drug-free lives, or provide an active link for youth participation, 
engagement and retention in treatment.  
 
In achieving these targets, it was recognised that parents who were ready to 
access help were likely to be in need of immediate assistance, having tried to 
manage their situation in the best way they knew how up to this point. In 
addition, the literature supporting unilateral interventions for parents (as 
previously discussed) suggests attempts to engage and help family members 
in order to impact on their substance misusing relative may have an indirect 
effect on the substance misuser. 
 
Recognising the chaotic and often frantic nature of adolescent substance 
misuse, a response needed to be swift, meet immediate needs for increased 
knowledge, demonstrate an understanding of the situation and be able to 
provide a repertoire of behavioural responses for parents to test, implement 
and adapt.  Therefore, the theoretical foundations of the PESP came from the 
adolescent development and substance misuse literature, family therapy 
approaches and solution-focused teachings incorporating behavioural, 
cognitive-behavioural and parent skills-based theories.  
 
The PESP builds on the tenets of adolescent and substance misuse 
knowledge, positive parenting responses/practices and teaches problem-
solving and skills development.  The program slowly shifts parents from 
focussing on adolescent change to parenting change, using motivational 
enhancement strategies as advocated through motivational interviewing 
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techniques.  Motivational interviewing and associated techniques for 
motivational enhancement are considered standard intervention strategies 
within the alcohol and drug treatment sector as advocated by Rollnick and 
Miller (e.g. Rollnick and Miller, 1995).  The program uses a process-based 
learning style to ensure all parents have the opportunity to identify and 
associate with the information.  It thus seeks to empower parents and assist 
with increased applicability and acceptability.  The program uses a client-
focused, therapist-directed model of intervention, as is supported in most 
evidence-based psychological interventions. As with all practical and 
empirically supported therapies, behaviour change is achieved through 
education and skills enhancement and aims to empower and upskill parents in 
making change.  This is achieved through providing accurate and relevant 
evidence-based information, education and understanding, each aimed at 
improving parental confidence and efficacy.  
 
The family-focused interventions within the alcohol and drug treatment field 
usually focus on interventions that encourage substance misusers into 
treatment (e.g. Community Reinforcement and Family Training: CRAFT; 
Roozen, DeWaart & Van Der Kroft, 2010), interventions aimed at jointly 
supporting and engaging the substance misuser and their family (e.g. BEST, 
Toumbourou et al, 1997; 2008) or interventions responding to the needs of 
the concerned significant others.  In their editorial, Copello and Orford (2002) 
suggest the tendency for service providers to view family members as 
‘adjuncts’ to treatment rather than entities for treatment as a barrier to 
significant other involvement.  The main aim of the parenting programs (PESP 
and PKD) was to provide an intervention that responded to the needs of 
parents in their own right.  
 
The next sections of this thesis detail the background, development and 
evaluation of the Parent Education and Support Program (PESP: Study I), 
providing the prelude to the statewide dissemination of the Parents, Kids and 
Drugs program (PKD: Study II and Study III). 
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DEVELOPMENT OF A PARENTING INTERVENTION: THE PARENT 
EDUCATION AND SUPPORT PROGRAM 
 
“When I was a boy of fourteen, my father was so ignorant I could hardly 
stand to have the old man around.  But when I got to be twenty-one, I 
was astonished by how much he’d learned in seven years.” 
Mark Twain 
 
 
Rationale for the Development of a Parent Education and Support 
Program 
 
One of the first requests made by many parents contacting the Hot House 
was for more information. In particular, parents wanted to know about the 
effects of different drugs, how they were used, the signs and symptoms 
associated with use and intoxication and, ultimately, how they could assist 
their child to leave the drug scene.  Due to their lack of drug-specific 
knowledge, parents often stated that they felt unsure about how to help and 
intervene with their child’s substance use, and consequently, reported feeling 
stressed and distressed.  Parents reported experiencing negative 
consequences with their own health and wellbeing, including increased 
tiredness and fatigue, disinterest in socialisation and isolation, health 
complaints, increased conflict and distance within their other relationships, 
both within the family and external relationships, feelings of anxiousness and 
hopelessness, and lack of parenting satisfaction.  Therefore, we felt it was 
important to address the needs of parents in supporting positive outcomes for 
both themselves and also their young people through improved relationships 
with their parents. 
 
A Description of the Parent Education and Support Program (PESP)  
 
The PESP program was developed to specifically address the needs of 
parents and provide them with an opportunity to: 
• increase their knowledge around substance use by young people 
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• improve parent-child communication 
• assist parents to develop engagement and rapport-building skills with 
their children 
• learn conflict diffusion and management techniques 
• learn effective parenting and coping strategies 
• provide a forum for parents to seek peer support from like-minded 
parents.   
 
The PESP comprised five modules delivered over 2.5 hours per week in a 
consecutive five-week period.  The program was conducted outside usual 
business hours (starting at 7pm) to ensure working parents could attend, and 
also those with younger children, to facilitate adequate childcare.  The PESP 
was made available to any parent who was concerned about their child's 
alcohol and/or drug use, whether it be suspected or confirmed.   
 
Identifying the Need   
 
The needs of parents were identified by conducting brief screening 
questionnaires with parents engaged in individual counselling at the Hot 
House, or through telephone enquiries directed to the Hot House.  Although 
every situation is different, parents tended to ask similar questions about 
substance use, and identified experiencing similar difficulties in parenting, 
noting increased conflict, avoidance/withdrawal of their child from family and 
family activities, increased engagement with illegal activities and 
consequences including police involvement.  In addition, all of the parents 
accessing services at the Hot House were motivated and willing to seek 
treatment.  Within TPCH and Health Service District, Alcohol and Drug 
Service (ADS) there was no other program specifically designed to address 
the needs of parents.  Outside of this service there were a limited number of 
groups for parents, but none of these were psycho-educational in their 
approach, and they did not deal specifically with adolescent substance use. 
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Theoretical Perspectives guiding Program Principles 
 
Based on social cognitive theory (Bandura, 1999), the bidirectionality of 
behaviour and environment asserts people are both products and producers 
of their environment, demanding adaptation, development and change 
(Bandura, Caprara, Barbaranelli, Regalia & Scabini, 2011, p4).  Perceived 
self-efficacy is the foundation of human agency whereby a person believes 
they can influence their actions. This introduces the agentic concept of 
parents as change agents.  As parents do not operate within an autonomous 
environment, they are interdependent operating as both recipients and 
instigators of change.   
 
Most aspects of a person’s environment are not influenced until they are 
activated (Bandura et al., 2011).  Family environmental influences, such as 
those that emerge as a consequence (or precipitant) of substance misuse 
determine the parenting practices that develop and activate, demonstrating 
reciprocal causation, the way in which parents and their children influence 
each other.   
 
To address parent needs, it was decided the best way to help parents was to 
a) educate them; and b) assist them to better understand their drug-misusing 
adolescent and the impact alcohol and drug use could have on their 
behaviour.  This was based on the belief that this improved understanding 
would then have a flow-on effect on their emotional wellbeing, parenting 
practices and coping mechanisms. 
 
Therefore, in addition to the abovementioned, the following principles 
informed education around parenting practices and the guiding parenting 
principles of the PESP and the subsequently refined Parents, Kids and Drugs 
program. 
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Habilitation 
 
When referring to adolescent substance use, the term ‘habilitation’ is the 
preferred alternative to the adult term ‘rehabilitation’ (Birmingham & Sheehy, 
1984). Rehabilitation often refers to a restoration of function and is arguably 
an inappropriate term for the work done in the adolescent drug and alcohol 
field, as many adolescents are not re-learning, but rather learning non-drug 
using skills.  During the period of adolescence, a typical young person 
develops a repertoire of social, cognitive and emotional skills (Petersen, 
1988), however, when a young person builds a dependence on a substance, 
usual development can be ‘derailed’, resulting in them developing a different 
pathway to the typical non-substance using young person (Birmingham and 
Sheehy, 1984).  Consequently, they do not develop the typical skill repertoire 
acquired in adolescence, instead developing an alternative set of skills 
predominately related to maintaining their substance use behaviour.  Hence, 
there will be developmental lag evident in a young person who uses 
substances dependently. Parents being mindful that their child is not 
rehabilitating but rather habilitating is important for understanding 
developmental differences is important for parents, particularly as parents 
adapt their parenting responses and approaches, and learn different parenting 
strategies.  The habilitation framework is central to the parenting strategies 
discussed within the PESP. 
 
Harm Minimisation Philosophy 
 
Captured in the Queensland and National Drug Strategic Frameworks (e.g., 
The National Drug Strategy – Australia’s Integrated Framework, 2004–2009; 
Health Determinants Queensland, 2004), harm minimisation is considered a 
fundamental principle in programs aiming to reduce the harm associated with 
substance use.  Harm minimisation encompasses the notions of demand 
reduction, supply reduction and harm reduction in line with national and 
Queensland government approaches.  The program does not condone 
adolescent illegal drug use, however it does acknowledge that it occurs.  
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Communication and Relationship Building 
 
The predominant underpinnings of the PESP program are that of 
communication and relationship strengthening.  The emphasis was on 
improved family relationships—as evidenced by improved communication 
between family members, improved relatability through parents spending 
quality time with their children, parents expressing an interest in their child’s 
activities, and reduced incidences of negative interactions, such as absent 
parenting, name calling, conflict, violence or aggression can contribute to 
greater relationship strength.  Fundamental to the program was the core belief 
that change was more probable through the development of effective 
communication and a stronger parent-child relationship.  It is possible that a 
strong parent-child relationship serves as a deterrent to substance misuse 
and provides an avenue for assistance with the change process (Loxley et al., 
2004). 
 
Psychological Wellbeing  
 
The program was also guided by the belief that parents, and parenting, can 
become vulnerable through the psychological distress associated with a 
child’s drug use.  The program aimed to provide a safe and supportive forum 
for parents to build resilience and develop appropriate and necessary coping 
strategies.  It is hypothesised that increased parental wellbeing will contribute 
to the use of more adaptive and effective parental management techniques, 
with this in turn reducing the number of negative interactions between parent 
and child, hence building greater relationship strength.  Ray and colleagues 
(2009) conceptualised substance use as a chronic health condition and 
undertook a study comparing family members with a substance misusing 
person and family members of persons with another chronic health condition 
of diabetes or asthma.  They found substance use in a family was more likely 
to lead to depression, substance use disorders and trauma in family members 
than diabetes or asthma family members. Further, family members with a 
person using substances utilised health care services at a similar or higher 
level than those family members effected by a persons diabetes or asthma.   
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Parenting Practices and Principles 
 
It is recognised parenting interventions with children and adolescents has 
clearly demonstrated the benefits of addressing parenting skills for both the 
child and parents (Brestan & Eyberg 1998; Coren, Barlow & Stewart-Brown, 
2002; de Graaf, Speetjens, Smith, de Wolff & Tavecchio 2008a; 2008b; 
Nowak & Heinrichs 2008).  For example, in an early intervention trial of 
Multidimensional Family Therapy (MDFT), Henderson et al. (2009) concluded 
improvement in parenting practices was a key ingredient to adolescent 
substance use change in MDFT. 
 
The program focused on addressing parenting practices for the support of the 
parent in their own right.  Although evidence suggests changes in parenting 
practices can bring about adolescent substance use changes, this was not the 
sole focus of the program, but rather a possible outcome from improved 
parental wellbeing and use of effective parenting practices. 
 
As such, through program involvement, parents were guided in developing 
realistic expectations of themselves, their children and their situations, 
engaging in healthy self-care activities and developing effective parenting 
responses, including assertiveness, parent-child connection, helpful and 
appropriate discipline and reward processes.  Further, themes of building 
resourcefulness, hopefulness, self-appreciation and self-praise were 
intertwined through the program content and facilitation process. Parenting 
and adolescent management skills were taught and demonstrated, such as 
using directed discussions, managing high risk parenting situations including 
the potential for violence/aggression stealing from the family home, strategies 
for communicating in a clear, calm and simple manner, and using positive, 
nurturing, non-abusive parenting practices.   
 
A group process was used to problem-solve around, and seek feedback on 
strategies discussed, and also incorporated parent experience of 
implementing the parent skills training components.  It was anticipated that 
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parenting self-efficacy would benefit from the ability to practice and seek 
feedback on both parenting strategies and parenting situations with like-
minded peers. 
 
Process of Change Perspective  
 
Prochaska and DiClemente’s (1983) process of change model is a descriptive 
model that identifies five stages a person progresses through as they change 
their behaviour.  The incorporation of this model into the program was 
important in two respects.  Firstly, the model acknowledged that people 
experience different degrees of motivation to make behavioural changes and 
that young people do make changes in their drug use, and, secondly, that 
there are perceived benefits to substance use that maintain substance using 
behaviours. These concepts, when applied to parenting, help a parent to have 
a workable concept of adolescent drug use, to hope that behaviour change 
will occur, and to identify effective parenting techniques or strategies based 
on their child’s stage of change – as perceived by the parent.  
 
Group-based Intervention 
 
Social work practice has for years advocated for multiple-family group 
interventions (MFGs) in routine clinical practice.  The premise is based on 
multiple families attending groups together, providing family-to-family peer 
support (Dennison, 1999; Meezen & O’Keefe, 1998).  Multiple-family groups 
allow not-for-profit agencies and non-government organisations to efficiently 
use their limited human and capital resources, and allow therapists to share 
information with a number of families in a single time period.  The challenge 
with providing evidence-based family inclusion treatments within the 
community-based sector has been developing interventions that are 
deliverable within existing staffing and organisational resources.  The program 
was intended to destigmatise parents and parenting, and provide a cost-
effective, professionally mediated avenue for sharing experiences and 
seeking peer support. 
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Aims of the Program 
 
1. Improve parents’ knowledge of drugs and their use by young people. 
2. Address and teach strategies to manage the emotional distress that 
parents experience in reaction to their child’s drug use. 
3. Provide a forum in which parents could safely explore and address 
reactive emotional distress. 
4. Provide parents with a selection of skills and strategies to use in the 
process of coping with their child’s drug use. 
5. Assist parents to implement parenting strategies to increase 
communication, rapport and relationship-building with their child. 
6. Provide a forum in which parents could openly discuss their current 
situation and concerns in a structured environment with other parents 
and receive peer feedback/support from participating parents, including 
normalising, de-stigmatising and connecting. 
 
Information Provided 
 
The PESP covered the following topics in sequential order: 
1. Accurate and realistic information about the different types of drugs, 
their associated effects, the ways in which they are used, and signs 
and symptoms of use. 
2. The impact substance misuse has on the psychosocial development of 
a young person. 
3. The process associated with changing habitual behaviours as identified 
in the Process of Change model (Prochaska & DiClemente, 1983).  
4. How parents can be the most effective when intervening at different 
stages of the change model. 
5. The changes in parenting roles as a young person approaches 
adulthood and issues associated with managing this transition. 
6. The importance of parents meeting their own individual needs—
socially, emotionally and physically. 
7. Skills and strategies for addressing drug use in the family: 
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• Building relationships 
• Effective communication skills 
• Conflict resolution 
• Strategies for difficult situations 
• Managing crises 
• Overcoming personal blocks. 
 
Format and Presentation 
 
The program was presented in a small group format with a maximum of 10 
participants.  Two facilitators were involved in leading the group, with 
information delivered in a forum style where participants were encouraged to 
contribute to discussions.  To assist directed discussion, information was 
presented using overhead projections and colour illustrations, and all 
participants received a photocopied booklet containing the specific information 
covered in each session.  Some sessions also utilised experiential learning ie 
observation and feedback. Throughout the program, facilitators encouraged 
group discussion, sharing and questions. 
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STUDY I: EVALUATION OF THE PARENT EDUCATION AND SUPPORT 
PROGRAM: AN EFFICACY STUDY 
 
 
The ways in which parents coped with, and responded to their child’s 
substance misuse and the real life parenting events that often occur with this 
situation was of interest to this study.  Specifically, whether parents would 
utilise more effective coping strategies following their engagement in the 
program, and also report improvement in domains of mood and parenting 
practices and competence as a result of improved coping.   
 
Method 
 
Subjects 
Two hundred and twenty-one (221) parents completed the entire five-week 
program between 1996 and 2000.  All participants were asked to provide 
biographical information relating to themselves and also information relating to 
the child they were concerned about.  All parents were referred to the 
program following an initial consult/assessment session with a clinician.  This 
was therefore a sample of self-selected treatment-seeking parents, 
theoretically known as a convenience sample. 
 
 
Measures 
 
All participants expressing interest in attending the program were sent pre-test 
questionnaires and asked to complete them within a one-week period to be 
returned at the first session.  Together with the pre-test data, all participants 
completed a biographical registration form, including a research consent form, 
and a drug knowledge questionnaire during their first session. 
 
The registration form asked participants to provide basic information about 
themselves, i.e. suburb of residence, date of birth, marital and employment 
status etc., and also asked parents to provide similar information about their 
 | P a g e  79 
child of concern.  Participants were also asked information relating to their 
child’s drug use, i.e., drugs of concern, previous drug-related infringements, 
whether they were attending a methadone program and whether they knew if 
their son/daughter was injecting their drugs.  Biographical data gained through 
the registration form was completed at pre-test only.  All participants enrolling 
in the program were informed that the information they were providing would 
be kept confidential and that it would be used for research purposes, and their 
written permission for this purpose was sought.   
 
A facilitator was always available to offer assistance where necessary, for 
example, if literacy problems were identified or a parent forgot their reading 
glasses. 
 
A repeated measures design was utilised with participants completing pre- 
and post-test questionnaires.  Participants completed paper-and-pencil self-
report measures that were previously normed and validated on an adult 
population, and which had reasonable reliability. The specific instruments 
used were the Profile of Mood States – Revised (POMS-R; McNair, Lorr & 
Droppleman, 1992), the Ways of Coping – Revised Questionnaire (WOC; 
Folkman, Lazarus, Dunkel-Schetter, DeLongis & Gruen, 1986; Folkman & 
Lazarus, 1988) and the Parental Sense of Competence scale (PSOC; 
Gibaud-Wallston & Wandersman, 1978; 1978a; Johnston & Mash, 1989).  In 
addition, the authors developed a knowledge quiz and consumer feedback 
tool.  Apart from the POMS-R and the WOC questionnaires, these measures 
are found in the Appendix section.  As the thesis is likely to be made available 
for public viewing, the POMS-R and the WOC questionnaires have not been 
added as these are licensed products and not available in the public domain. 
 
As parental mood had been implicated in previous studies as being negatively 
effected by a child’s substance misuse, the Profile of Mood States provided a 
more detailed assessment of mood characteristics, not just categorical 
descriptions.  This questionnaire allowed analysis of variants of mood that 
would impact on wellbeing. The PSOC has been used by Australian 
researchers assessing the impact of parenting programs on parenting 
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competence, efficacy and satisfaction for parents with children and 
adolescents (Gilmore & Cuskelly, 2009). 
 
Drug Knowledge Questionnaire (Drug Quiz) assessed alcohol and drug 
related knowledge.  The questionnaire contained 20 statements requiring a 
‘True’ or ‘False’ response, e.g., marijuana is a depressant.  
 
The Profile of Mood States (POMS) a 65-item, five-point questionnaire 
measuring six mood or affective states of tension-anxiety, depression-
dejection, anger-hostility, vigour-activity, fatigue-inertia and confusion-
bewilderment.  This is a well-validated test with high reliability (McNair et al., 
1992). 
 
The Ways of Coping – Revised (WOC) measured the thoughts and acts that 
people employ to deal with the demands of stressful situations.  This is a 66-
item questionnaire requiring participants to describe the extent to which they 
used certain strategies on a four-point Likert scale ranging from not used to 
used a great deal.  The WOC questionnaire was designed to assess the 
coping process a person uses in response to a specific situation, and is not a 
measure of coping styles or traits.  The questionnaire identifies eight (8) 
coping scales, i.e., confrontative coping, distancing, self-controlling, seeking 
social support, accepting responsibility, escape-avoidance, planful problem-
solving and positive reappraisal (Folkman & Lazarus, 1988).  Administration 
time is short. 
. 
The WOC questionnaire has been used to assess parent and caregiver 
coping in situation-specific, real life parenting situations across a number of 
contexts including chronic illness, disabilities and mental health.  These 
interventions target parenting from a strengths base, and encourage and 
teach effective and healthy coping techniques and strategies as assessed 
within the WOC. The questionnaire contains items assessing cognitions and 
actions used in dealing with the demands of a stressful encounter, and asks 
respondents to indicate coping within a 1 week period.  For the current study, 
this provided a specific contextual domain for parents to refer back to, 
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providing a time-specific and situation specific occurrence that they found 
challenging and potentially threatening (as posited by Lazarus and Folkman’s 
stress-coping theory; 1988) and has been used by other researchers in 
understanding parental affect and coping (e.g. Hakim-Larson, Dunham, Vellet, 
Murdaca & Levenbach, 1999).   
 
The Parental Sense of Competence (PSOC) scale is a 17-item, six-point 
Likert scale questionnaire requiring a strongly disagree to strongly agree 
response, measuring two dimensions of parental self-esteem, i.e., parenting 
satisfaction and efficacy.  The scale was originally developed by Gibaud-
Wallston & Wandersman (1978) using parents of young children (infant up to 
9 years old); therefore for applicability in the present study, 'child' was 
replaced by 'son or daughter' in the wording of some items to capture an 
appropriate term for an adolescent child. 
 
A Client Satisfaction Survey was used to seek participant feedback on 
structural and developmental aspects of the program.  The survey was a brief 
questionnaire asking participants to rate on a five-point Likert scale from 
excellent to poor, the quality of each presentation, the quality of the materials 
used in each presentation, the presentation style, and applicability of the 
information.  In addition, there was space for participants to provide any 
additional feedback as they saw fit. 
 
At the completion of the program, all participants were given self-addressed, 
pre-paid postage envelopes containing the post-test questionnaires, and 
asked to return the completed questionnaires within two weeks of completing 
the final module of the program. 
 
RESULTS 
 
Analyses were conducted on all usable, matched data.  Although there were 
221 identifiable cases, a high proportion of these cases did not contain 
complete sets of data.  This occurred for a number of reasons including 
parents not signing the research consent form, measures unable to be 
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matched based on their identifier, measures not being completed fully, 
unacceptable number of missing cases or failure to return post-test measures.  
To increase completion of post-test measures, and increase complete data 
sets, parents were invited to stay after the final session and enjoy 
refreshments while they completed the post-test questionnaires. This was a 
viable and workable option for increasing return rate; however, this process 
was implemented too far into the research period for it to significantly improve 
matched data sets.   
 
Information regarding parents initiating into the treatment program and then 
disengaging was not routinely kept and was not analysed for this efficacy 
study.  The main focus of the study was a pre-post treatment comparison.  
The limitations of interpreting data outcomes and generalisations of this are 
acknowledged, however, at its time of inception, the process of delivering a 
treatment program within a treatment agency was the main focus of the 
agency, with the study of the outcomes secondary to this process. 
 
Analyses were only performed on data received from parents who had 
completed the pre- and post-test measures and had completed the five weeks 
of the program with no absences (n=132).  Of these parents, not all parents 
provided completed questionnaires for all measures resulting in even lower 
numbers of completed measures that could be analysed.  For each scale, the 
number of complete questionnaires analysed has been recorded. 
 
Of the parents attending PESP, the majority resided within the Brisbane 
metropolitan area.  Of these parents, 61% were mothers, 34% fathers and 5% 
identifying themselves as ‘carers’, e.g. grandparent, aunt.  The mean age of 
participants was 47 years for females (range 33–60) and 50 years for males 
(range 39–65).  The majority of parents attending the program were married 
or currently in a de facto situation (75%) and 14% were divorced or separated. 
The marital status of the remaining 11% included parents who were single, 
widowed or unknown.  One third of the participants had completed tertiary 
education, and 40% had finished their secondary school education.  Most 
parents were employed in paid work (78%).  Fifty percent (50%) of 
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participants had previously seen a counsellor from the Youth Program for at 
least one clinical consultation. 
 
Although data provided by parents concerning their child of concern may not 
necessarily be completely accurate, it does however serve as a guide.  Of the 
parents who had enrolled in the program, 60% presented with concerns about 
their son and 30% about their daughter, with 10% of parents failing to identify 
the gender of the child they were concerned about.  The mean age of male 
children of concern was 19 years (range 14–25) and 19.27 years for females 
(range 14–24).  Eight-five percent (85%) of children were single, with 4% of 
parents reporting their child was in a de facto relationship, 4% reporting their 
child was married and 7% of parents not identifying their child’s marital status.  
Most children had completed or were in the process of completing their 
secondary education (65%) and 10% were completing or completed tertiary 
education.  From those who indicated their child’s employment status, 35% 
were employed and 34% unemployed, with 31% of parents being unsure 
about their child’s employment status or did not specify their child’s 
employment status. 
 
As far as their parents knew, 29% of the children of concern had previously 
had trouble with the law that was drug-related, 3% were attending a 
methadone program and 42% of parents thought that their child was injecting 
drugs.  The drugs that parents were more often concerned about, and 
believed that their children were using, were cannabis (68%), tobacco (55%), 
amphetamines (45%), alcohol (45%) or opiates (31%), and 17% believed that 
their child was a polydrug user.  The majority of parents were concerned 
about their child’s illicit substance use. 
 
Drug Knowledge Quiz 
 
A student t-test was applied to the pre- and post-test drug knowledge 
questionnaire scores to determine whether or not the increase in scores was 
attributable to the program or due to chance.  Differences in drug knowledge 
scores (Table 2) were found to be highly statistically significant using a one-
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tailed test (t--2.47, df--42).  From this result, it can be concluded that the 
program increased participants’ alcohol- and drug-related knowledge.  The 
pre-test means for this outcome measure were relatively high, with post-test 
means indicating an increase in correct responses by between one and two 
questions. This highlights the effectiveness of the program in increasing 
participant alcohol and drug-specific knowledge.  It is recognised that because 
of the small data pool and limitations of pre-post evaluations, interpretation of 
the data needs to be cautious, as it is also possible that the drug knowledge 
quiz may have been set at too easy a level. 
 
 
Table 2:  PESP Mean Scores - Drug Knowledge Quiz (n=132) 
 Pre-Test Mean Post-Test Mean 
Drug Knowledge Quiz 16.10 17.86 *** 
***p<0.000 
 
Profile of Mood Scale 
 
The six identified mood states were tested to determine if there were any 
significant changes in participant mood over the duration of the program.  T-
tests for dependant samples were utilised to test the significance of these 
changes.  The results of these analyses are summarised in Table 3. These 
results indicated that levels of tension, depression, anger, fatigue and 
confusion decreased significantly during the period of the program, while 
participants’ levels of vigour increased over the five-week period.  This would 
appear to indicate that participant perceptions of emotional distress had 
become less negative, and participants had experienced an increase in 
activity levels.  It could then be assumed that the program aided in the 
development of these positive changes in the emotional reactions parents 
experienced as a result of their situation. 
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Table 3:  PESP Mean Scores - Profile of Mood States (n=93) 
Mood State Pre-Test Mean Post-Test Mean 
Tension/Anxiety 16.57 11.89 *** 
Depression/Dejection 21.33 13.94 *** 
Anger/Hostility 15.00 10.00 *** 
Vigour/Activity 11.97 13.24 *** 
Fatigue/Inertia 13.04 9.97    * 
Confusion/Bewilderment 11.77 8.45 *** 
***p<0.000, *<0.05 
 
 
Ways of Coping Scale 
 
Analyses of coping scales revealed significant positive changes on the coping 
scales of positive reappraisal, escape/avoidance and planful problem-solving 
as shown in Table 4.  This outcome suggested that parents may have been 
using more problem-solving behaviour and positive reappraisals of their 
situations, and fewer escape and avoidance coping strategies following their 
engagement in the program.  These results were consistent with our 
expectations.  The other coping scales failed to reveal significant changes 
over the course of the program.  An explanation for this apparent lack of 
significance may be that parents had not encountered a stressful situation that 
required the implementation of the strategies and skills presented in the 
program, and therefore parents were unable to report specific ways of coping.  
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Table 4:  PESP Mean Scores - Ways of Coping (n=68) 
Coping Style Pre-Test Mean Post-Test Mean 
Planful Problem Solving 7.30 8.82 *** 
Escape/Avoidance 6.51 5.68   * 
Distancing 3.34 3.44 
Confrontative Coping 6.93 6.25 
Self-Controlling 9.38 9.04 
Seeking Social Support 11.10 10.41 
Accepting Responsibility 2.74 2.37 
Positive Reappraisal 7.93 9.22  ** 
***p<0.000, **p<0.01, *<0.05 
 
 
 
Parental Sense of Competence 
 
The difference in the pre- and post-treatment scores on the scale of Parenting 
Efficacy as measured by the PSOC was not found to be significantly different 
(Table 5). However, changes in parenting Satisfaction were found to be 
significant.  This difference indicated parents were less satisfied with their 
parenting role following completion of the treatment program.  It’s possible 
parents may have  been actively implementing learnt parenting strategies and 
not experiencing significant positive child behaviours as a result.  Additionally, 
this may have also contributed to increased conflict and tension between 
parent and child, again, having an adverse effect on parenting satisfaction.  
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Table 5:  PESP Mean Scores - Parental Sense of Competency (n=86) 
Scale Pre-Test Mean Post-Test Mean 
Parenting Efficacy 22.24 22.72 
Parenting Satisfaction 31.81 30.33  ** 
**p<0.01 
 
Client Satisfaction Survey 
 
Results from the client satisfaction survey revealed that, of the parents who 
completed the program, over 90% thought the presentation style and 
information being presented was excellent, and 86% identified the information 
as being useful and relevant to their current situation.  An attempt was made 
to make the program applicable to parents from a range of situations, 
therefore some parts of the program may not have been as useful as others, 
depending on what stage a parent was at and the length of engagement their 
child had within the drug scene.  Overall these findings indicated that the 
majority of the parents who completed the program were very satisfied with 
what they received from it.  This was further substantiated by anecdotal 
comments, i.e., “it helps to be able to talk to other parents in the same 
situation.  I know I’m not being judged”, made regarding the importance of 
being able to meet and talk with other parents who were experiencing similar 
difficulties, the applicability of specific strategies and the information in 
general, and the level of understanding that parents gained, both about 
themselves and also their child’s drug-taking behaviour. 
 
Representativeness of the Sample 
 
The subjects of this study were not randomly drawn from a larger sample, 
rather they were drawn together by the common element of concern that one 
or more of their children were misusing substances, they were concerned 
about this and were motivated to do something about the situation.  These 
parents were referred from a treatment facility into a treatment program. 
Further, the descriptive statistics suggest the program has generally attracted 
a more affluent population of parents. 
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DISCUSSION 
 
The primary focus of Study I was to assess program impact on parental 
wellbeing and the outcomes of improved psychological health and coping on 
parenting practice, efficacy and confidence. Literature within the fields of 
education and health psychology, health promotion and prevention, identifies 
the strong links between knowledge and skills enhancement with behavioural 
change, and supports the importance of educating parents.  Although not a 
main focus of the current study, it is important to recognise that correlations 
between improvements in parenting practices and reductions in substance 
use and externalising behaviours have been investigated and substantiated 
(Henggeler et al., 1991; 1994; 2002; Liddle, 2002).   
 
The three main aims of the PESP included increasing parents’ levels of 
knowledge about drugs and their use by young people; decreasing the 
emotional distress that parents experience whilst parenting a child abusing 
alcohol or drugs; and providing parents with skills and strategies for coping 
more effectively with their family situation.   
 
Results indicated that the first aim was achieved, as parents showed an 
increase in their knowledge about drugs and drug use at the completion of the 
program.  The second aim was achieved as POMS scores showed that 
parents improved on all mood states at the end of the program when 
compared with reports prior to commencing the program.   
 
The third target of the program was partially supported, with parents using 
more planful problem-solving and positive reappraisals in coping with their 
situation.  Parents tended to be using fewer avoidance strategies, and were 
distancing themselves more.  The author suspects that this may reflect 
parents taking more care of their own individual needs rather than focussing 
solely on their child’s problematic drug use.  No changes in levels of parenting 
efficacy were detected, however parents tended to feel less satisfied in their 
parenting role following completion of the program.  One possible explanation 
of this result is that parents did not have the opportunity to use the selection of 
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skills and strategies outlined in the program by the time of post-testing to 
determine the effectiveness of learnt strategies and hence, feel more 
confident in their parenting ability.  Conversely, the parents may have 
implemented their learnt strategies (e.g. increased monitoring of their child’s 
whereabouts, setting rules, putting behavioural consequences into action), 
resulting in increased tension and conflict with their child, leading parents to 
feel less satisfied with their role. It is also possible that the PSOC is not an 
appropriate tool for measuring change in parents with adolescent and older 
children, or the questions may not reflect the usual experiences of parents 
when their children are using substances, e.g. when parents often feel 
directionless and ‘stuck’ in their parenting.   
 
Parents indicated that they were extremely satisfied with the style of 
presentation, the information presented and its usefulness and relevance to 
their present situation.  This would indicate that the program was successful in 
addressing the types of issues parents faced as a result of their child’s drug 
use and provided them with useful strategies for parental management. 
 
Limitations of the Study  
 
Parents attending PESP were referred into the program from an adolescent 
treatment service.  Therefore, the program may not have accessed a broader 
group of community-based parents who have concerns about their child’s 
substance use, but had not yet accessed treatment.  Future efforts to engage 
these parents in an education and parenting program would therefore be 
valuable. 
 
A high proportion of cases did not contain complete data sets for analyses.  
Reasons for incomplete data included: program attrition; participants not 
returning post-test questionnaires and minimal facilitator follow-up for this; and 
participants choosing not to complete certain measures or partially complete 
some measures.  Employing more stringent data collection procedures would 
have minimised the loss of usable data.  
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Further, the adapted version of the PSOC used may not have been sensitive 
for parents who have children in this older age group.  
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CHAPTER FOUR 
THE PARENTS, KIDS AND DRUGS PROGRAM 
 
“Parents can only give good advice or put them on the right paths, but 
the final forming of a person’s character lies in their own hands.” 
Anne Frank  
 
 
INTRODUCTION 
 
Much has been written on the debilitating effects of adolescent drug misuse 
on adolescent development and associated mental health concerns.  Many 
researchers have also investigated causal relationships between parents and 
parenting practices on the aetiology of adolescent problems.  There is, 
however, a significant lack of recognition and research into the opposing 
hypothesis of adolescent substance misuse aetiology in terms of parental 
wellbeing and the impact a child’s substance misuse and behaviour has on 
parents, their wellbeing and their parenting. . 
 
Parent-orientated Practice  
 
To address this gap, the author developed a parent-only intervention for 
concerned parents with adolescent children misusing substances.  As parents 
were likely to be less resistant to treatment-seeking and more compliant than 
their adolescent children, PKD provided a treatment option that did not require 
the adolescent to be accessing treatment, but may facilitate engagement 
through parental contact with treatment services. PKD could therefore be 
seen as a viable and legitimate alternative if the adolescent was reluctant to 
engage in therapy.  This also ensured parents were provided with the best 
available service and care when they felt they needed it, rather than waiting 
for their son or daughter to be ready to access treatment.  Parents would then 
be able to apply their learning in the family system, effectively providing the 
family with an intervention option without the necessity of firstly bringing their 
child into treatment.  
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After receiving federal funding, the program was manualised for transporting 
into everyday clinical settings. All program materials were piloted with six 
community agencies (three government and three non-government) prior to 
broader dissemination.  These agencies were then trained in PKD delivery 
and paid to market and deliver one program.  Included in this launch were 
evaluation materials aimed at assessing program efficacy and impact. 
Feedback was then sought from pilot agencies and, where appropriate, 
incorporated into program materials, marketing strategy development and 
service provider support services. 
 
Following program piloting, the research design was finalised and ethics 
approval sought and gained from TPCH Ethics Committee (approval EC2303) 
enabling Queensland wide delivery and evaluation of the PKD program over 
four years (2005–2009).    
 
This chapter provides an overview of the PKD program, as a prologue to the 
two main studies in this thesis (Studies II and III). 
 
 
MOVING FROM THE PARENT EDUCATION AND SUPPORT PROGRAM 
TO PARENTS, KIDS AND DRUGS 
 
Based on the outcomes of PESP, The Commonwealth Department of Family 
and Community Services through the National Illicit Drug Strategy and 
Strengthening and Supporting Families Coping with Illicit Drugs Measure, 
provided The Prince Charles Hospital Alcohol and Drug Service Youth 
Community Team (TPCH ADS YCT) with $1.04 million in funding to 
disseminate the PKD program throughout the state of Queensland over four 
years.  As a condition of this funding, Queensland Health retained ownership 
of the program content, and the funding was used for printing all program 
materials, recruitment and training of service providers and statewide 
dissemination of the program to parents in need. 
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Role of the funding source 
 
The Prince Charles Hospital managed the funds for the dissemination of the 
program in Queensland.  Neither the funding body or TPCH provided financial 
support for the research design, activities associated with the research or the 
evaluation of the dissemination process.  Neither had a role in the design, 
data collection or analysis, data interpretation, or writing of the thesis. The 
author had full access to all the data from the dissemination process and had 
final responsibility for the decision to use this for her PhD thesis.  
 
The author negotiated with FACS that the funding would cover dissemination 
and administration of the program, with intellectual rights to the program 
remaining with the author’s employer, Queensland Health.  A project officer 
was recruited to assist in the administration of the dissemination process once 
the funding was received.  No financial or operational support from 
Queensland Health or FACS was utilised to support evaluation or research. 
This component was undertaken by the author in her own time and at her own 
expense.  
 
A Brief Description of Parents, Kids and Drugs 
 
As the developer of PKD, the author was involved in all aspects of the design, 
development, testing, delivery, statewide dissemination and promotion of 
PKD.  The author wrote all the parent handbooks and facilitator manuals, 
together with the training program and accreditation process, and delivered all 
the facilitator training programs throughout Queensland. The author was also 
the primary clinical support contact for service providers.  Prior to the 
statewide dissemination process, the author had been directly involved in 
delivering the program to over 500 parents.  This had given the author 
intimate knowledge of parent needs, concerns and strengths, and enabled her 
to refine and promote the program. 
 
Parents, Kids and Drugs was designed as a psycho-education and skills 
development program for parents with substance misusing adolescents.  The 
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program comprised five modules conducted 2.5 hours per week over a five-
week period.  The program was delivered by two trained facilitators and was 
to be made available to any parent who had concerns about their child’s 
substance use, whether it be suspected or confirmed. 
 
Aims of the Parents, Kids and Drugs Program 
 
The aims were in keeping with those established from the PESP, i.e.: 
1. Improve parents' knowledge of drugs and their use by young people. 
2. Support parents to address the emotional distress they experience in 
reaction to their child’s drug use through group involvement, support 
and identification with others in similar situations. 
3. Provide a forum in which parents could safely explore and address 
reactive emotional distress. 
4. Provide parents with a selection of parenting skills and strategies that 
they could use in building their relationship with their child.  
5. Remind parents of the importance of addressing their own (and other 
family members) physical and psychological wellbeing and self-care 
needs. 
6. Provide parents with a selection of effective and practical parenting 
strategies to address their child’s behaviours, and assist parents to 
implement these strategies. 
7. Provide a forum in which parents could openly discuss their current 
situations in a structured environment with other parents and receive 
feedback/support from participating parents (normalising, de-
stigmatising, connecting). 
 
Information Provided Through Parents, Kids and Drugs 
 
The PKD program covered most of the previously discussed PESP topics, 
i.e.: 
1. Accurate and realistic information about the different types of drugs, 
their associated effects, and the ways in which they are used. 
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2. The impact that drug use/misuse has on the psychosocial development 
of a young person. 
3. The process associated with changing habitual behaviours, and 
effective parenting practices at different stages. 
4. The changes in parenting roles as a young person approaches 
adulthood, and issues associated with managing this transition. 
5. The importance of parents meeting their own needs – socially, 
emotionally and physically. 
6. Skills and strategies for addressing drug use in the family. 
 
Format and Presentation 
 
The program was presented in a small group format, ideally with six to eight 
participants, and a maximum of 10 participants.  Two allied health facilitators 
were involved in leading the group, with information delivered in a forum style 
where participants were encouraged to contribute to discussions.  To assist 
directed discussion, information was presented using overhead projections 
and colour illustrations, and all participants received a parent information 
booklet for each module.  Some modules also utilised experiential learning. 
Facilitators were trained to encourage discussion and questions.  All program 
sessions were client-centred and facilitator directed.  
 
Session Overviews and Objectives 
 
The following information has been directly extracted from the Facilitators 
Manual attached to the PKD program materials received by all facilitators. 
 
Module One: General Introduction and Information About Adolescent 
Drug Use (Appendix 1.1) 
• Group introductions, guidelines and housekeeping  
• Types of drugs  
• How do drugs affect people? 
• Some reasons why young people use drugs 
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• Indicators of drug use  
• Specific drug information.  
 
Session objectives  
1. To provide factual, current information on alcohol and other drug use, 
correcting any myths that parents may have about drug use;  
2. Encourage a non-judgmental forum in which to explore parental 
concerns surrounding adolescent drug use; 
3. Present information in a simplistic, calm and empathetic manner; 
4. Assist parents to appreciate that youth drug use is not a permanent 
state but a workable problem that they can play a part in solving;  
5. Help remove the stigma many parents feel regarding their child’s drug 
use.  
 
Module Two: Understanding Adolescent Drug Use (Appendix 1.2) 
• Tasks of adolescence  
• Developmental model of adolescence  
• Spectrum of drug use  
• Changing behaviours  
• Process of changing  
• Parenting and the stages of change: parenting practices for each stage 
of change.  
 
Session objectives  
1. To provide an overview of the tasks of adolescence; 
2. To help parents understand the impact of drug use on adolescent 
psychological function; 
3. To help parents differentiate patterns of adolescent drug use;  
4. To identify the different stages of the change process as identified by 
Prochaska and DiClemente (1983; 
5. To develop appropriate parenting strategies based on the different 
stages of change.  
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Module Three: A Time of Transition (Appendix 1.3) 
• Issues that help characterise adolescence  
• Your changing role as a parent  
• Strategies for managing your parenting role during adolescence  
• Process of changing  
• Parenting strategies: responding not reacting 
• Coping with a crisis  
• What about you? Self-care and coping with emotion.  
 
Session objectives  
1. To provide an overview of the major issues of adolescence; 
2. To help parents understand how their role as a parent changes 
throughout the life span of their child; 
3. To help parents differentiate in what ways their current parenting styles 
are helping or hindering potential changes their child may make;  
4. To identify methods of coping in a range of crisis situations;  
5. To develop and encourage appropriate self-care strategies.  
 
Module Four: Building Relationships through Effective Communication 
(Appendix 1.4) 
• What is communication? 
• How do we communicate? 
• Assertive, aggressive and non-assertive behaviour  
• Listening  
• Practical application of skills: observation and group input – Worst 
Possible Outcome  
• Practical application of skills: observation and group input – Best 
Possible Outcome  
• Conflict resolution  
• Responses to conflict  
• What type of resolution  
• Steps for dealing effectively with conflict.  
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Session objectives  
1. Assist parents to understand assertion and assertive behaviour and 
language; 
2. Identify practical strategies to assist parents to listen;  
3. Practice implementation of effective communication, behavioural 
management and conflict resolution skills;  
4. Assist parents in problem-solving potential obstacles in effective 
communication with their children;  
5. Provide parents with information on conflict resolution strategies; 
6. Identify steps in managing situations where conflict may arise.  
 
Module Five: Improving Communication and Family Relationships 
(Appendix 1.5) 
• Roadblocks to communication  
• Some common problems  
• Some strategies for managing difficult situations  
• Overcoming personal blocks  
• Personal rights.  
 
Session objectives  
1. To help parents identify potential roadblocks for effective 
communication; 
2. To identify common problems that can occur with families and identify 
some options for managing these; 
3. To assist parents to develop a repertoire of effective and appropriate 
parenting strategies for dealing with difficult situations; 
4. Identify some core beliefs that prevent change.  
 
 
Program Facilitators  
 
Parents, Kids and Drugs required delivery by two trained allied health 
facilitators.  At least one facilitator was required to have a health or 
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behavioural sciences qualification and be eligible for health professional 
registration in Queensland, typically as a Psychiatrist, Psychologist, Social 
Worker or Registered Nurse.  
 
Program Targets 
  
Parents, Kids and Drugs was designed for parents, or a person in a parenting 
role, concerned about their child’s actual or suspected use of alcohol and 
other drugs, where the child was under 25 years of age.  One or both parents 
could attend the program, and it was not necessary for their child to be 
accessing treatment, or to be living at home.  If parents from an established 
support group were interested in attending PKD, facilitators were asked to 
ensure a mix of parents in their groups, not solely parents from an established 
support group.  
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PROGRAM INTEGRITY 
 
“This program has made a difference to my life.” 
PKD parent participant 
 
Weisz, Doss and Hawley (2005) undertook a meta-analysis of over 1300 
studies of youth psychotherapy outcomes spanning four decades. After a 
stringent selection process including randomisation, appropriate identification 
of measures and research protocol, 236 studies were included in the meta-
analysis. In evaluating fidelity of treatments, they found only 52% of the 
studies utilised a treatment manual, 32% of therapists received pretraining 
and only 32% of studies employed therapist supervision or monitoring checks.  
Forty-five percent (45%) of studies utilised group-based interventions, with 
83% targeting youth participation, and only 25% of review studies addressing 
parents.  Only 5% included at least one measure of systemic impact of 
treatment, including parenting stress, suggesting the measurement of impact 
on parents and parent wellbeing is not common practice in the delivery of 
youth psychotherapy.   
 
Assessment, Monitoring and Enhancement of Treatment Fidelity 
 
In a meta-analytic review of therapist adherence and treatment outcomes in 
psychotherapy, Webb, DeRubeis and Barber (2010) found adherence and 
competence had little effect on symptom change.  Although Strunk and 
colleagues (2010) found significant short-term positive changes with 
adherence, these were not maintained longer-term.  They found therapist 
adherence to concrete techniques early in a treatment program predicted 
symptom changes session to session, but not once adherence rates were 
averaged across a treatment program, suggesting adherence and 
competence are not stable over the course of treatment. Further, in their study 
of family-based treatment, Hogue and colleagues (2008) found competence 
did not predict outcome.  In general, studies have shown inconsistent findings 
between fidelity and outcome, making it difficult to draw clear conclusions 
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around fidelity and outcomes from the current literature.  However, what 
fidelity does provide, is a clear reference point for treatment integrity. 
 
With adherence and competence having poor test-retest reliability, it is 
possible, and quite probable, that fidelity measures used for PKD i.e. self-
report, single-session snapshots, trainer observation and trainer co-facilitation 
produced higher levels of adherence in those sessions, but not in treatment in 
general.  Further, as PKD relied on therapists being able to initiate and 
maintain discussion around less concrete techniques and abstract concepts 
i.e. thoughts and feelings, adherence would be difficult to measure.  
Furthermore, these types of interactions would likely be dependent on 
therapist competence and the therapeutic relationship. Unfortunately, with the 
study design and funding arrangements, an experimental study of the 
process-outcome variables through manipulation of a single variable was 
unable to occur.   
 
Treatment Fidelity – enhancing reliability and validity 
 
Treatment fidelity strategies informed the study design, and were discussed 
and disseminated prior to study implementation including within the tendering 
documentation, treatment manual, facilitators manual and training material. 
Funding for PKD was for frontline service delivery only. The funding body did 
not prioritise ongoing monitoring or adherence, therefore fidelity practices 
needed to be implemented and incorporated pragmatically at the outset of the 
intervention dissemination and supported through the duration of the study 
period.  This proved to be a significant challenge to applying ongoing and 
comprehensive treatment fidelity measures. 
 
Treatment fidelity practices and recommendations developed by the NIH 
Behavior Change Consortium (BCC: Bellg et al., 2004; Nigg, Allegrante & 
Orly, 2002) for health behaviour research informed PKD treatment fidelity 
strategies in the specific areas of: 1) study design, 2) training providers 3) 
delivery of treatment, 4) receipt of treatment, and 5) enactment of treatment 
skills.  These recommendations provided a working model for implementation 
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of fidelity practices in large, multi-site behavioural intervention studies, and 
provided guidelines for implementation in the current project. 
 
These recommendations continue to be relevant and applicable, having been 
recently used by researchers in establishing treatment fidelity within parent 
training programs for children and adolescents (e.g. Garbacz, Brown, Spee, 
Polo & Budd, 2014).  The Tables (6-10) below identify the implementation and 
fidelity strategies for the PKD intervention dissemination and research 
according to the treatment fidelity recommendations proposed by the 
Treatment Fidelity Workgroup of the National Institutes of Health (NIH) 
Behaviour Change Consortium (BCC) (Bellg et al., 2004). As such, service 
providers received standardised training, a scripted treatment manual and 
facilitator manual that clearly guided standard intervention dissemination and 
identified fidelity strategies, supervision and surveys of participants 
perceptions of treatment.   
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Table 6:  Treatment Fidelity Strategies for PKD Design and Study 
Goal Description PKD implementation Strategies 
Ensure same 
treatment dose 
within conditions 
Treatment dose is 
adequately 
described and 
remains consistent 
for each subject 
within the 
treatment condition 
 
All providers use scripted 
treatment manual; manual 
identifies information prompts and 
dosage i.e. frequency of contact, 
duration of treatment; fixed 
information for each treatment 
session; provider self-monitor 
forms; training incorporates dealing 
with challenging client 
presentations; 
Ensure equivalent 
dose across 
conditions 
Treatment dose 
remains consistent 
across conditions 
Intervention dosage remains 
consistent as per treatment 
manual; each intervention is the 
same length; same level of 
information content is provided; 
scripted manual outlines timing 
and session content; standardised 
training dissuades deviation from 
manual; adherence and deviations 
to be reported using post-session 
feedback checklists 
Plan for 
implementation 
setbacks 
Identify and plan 
around possible 
implementation 
setbacks i.e. 
provider drop out 
Tender process identified a pool of 
providers; service providers to 
identify at least 2 facilitators; extra 
facilitators to be trained; conduct 
biannual training sessions for 
additional providers; at the outset 
discuss procedures for managing 
unanticipated service provider drop 
out in local areas; 
Adapted from BCC Treatment Fidelity Recommendations in Special NIH 
Report: Treatment Fidelity in Research by Bellg et al. 2004 
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Table 7:  Treatment Fidelity Strategies for Monitoring and Improving 
Provider Training 
Goal Description Strategies 
Standardise 
training 
Training is 
conducted similarly 
for different 
providers 
Standardised training process 
developed; consistent training 
team for all providers across all 
sites and throughout the study 
period; trainers model intervention 
delivery processes; standardised 
intervention delivery video 
provided to all service providers; 
standardised training  program 
delivered; standardised training 
materials; role playing for 
application and generalisation of 
treatment skills; observing service 
provider demonstrating a 
predetermined intervention session 
and evaluating adherence to 
protocol and individualised process 
and adherence feedback,  
Ensure provider 
skill acquisition 
Train providers to 
well-defined 
performance 
criteria 
Direct observation, role play of 
predetermined intervention 
modules using treatment manual, 
performance criteria developed 
and service providers assessed 
against criteria 
Minimise “drift” in 
provider skills 
Ensure provider 
skill doesn’t decay 
over time (e.g. 
show provider 
skills 
demonstrated 
halfway through 
Identified supervisory 
arrangements, designated weekly 
availability of trained personnel for 
clinical supervision, questions or 
administration support, option for 
trainer direct observation, use of 
facilitator feedback/self-report 
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the intervention 
period are not 
significantly 
different than skills 
immediately after 
initial training) 
forms, service providers to provide 
a videotape of at least one 
intervention session, use 
participant feedback forms, 
treatment program feedback 
questionnaire i.e. a priori 
participant exit interview 
Accommodate 
provider 
differences 
Adequate level of 
training in 
layperson 
providers or 
providers of 
differing skill level, 
experiences or 
professional 
background 
All providers received standardised 
and intensive training, covering 
specific and general training 
elements, minimum health 
qualifications identified, all allied 
health providers registered with 
governing bodies 
Adapted from BCC Treatment Fidelity Recommendations in Special NIH 
Report: Treatment Fidelity in Research by Bellg et al. 2004 
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Table 8:  Treatment Fidelity Strategies for Monitoring and Improving 
Delivery of Treatment 
Goal Description Strategies 
Control for 
provider 
differences 
Monitor and 
control for subject 
perceptions of 
non-specific 
treatment effects 
across intervention 
and control 
conditions 
Trainer check-in via telephone 
once intervention has commenced 
to assess possible unforeseen 
obstacles to delivery, treatment 
manual used by all service 
providers during intervention, 
trainer monitoring of session-by-
session participant feedback/self-
report forms for information around 
non-compliance 
Reduce 
differences within 
treatment 
Ensure that 
providers in the 
same condition are 
delivering the 
same intervention 
Behavioural checklists/session 
compliance forms faxed through to 
trainer after each intervention 
session, intervention 
script/treatment manual used for 
standardisation of delivery  
Ensure adherence 
to treatment 
protocol 
Ensure that the 
treatments are 
being delivered in 
the way in which 
they were 
conceived with 
regard to content 
and treatment 
dose 
Scripted treatment manual and 
defined delivery of psychometrics, 
session –by-session facilitator 
checklists to monitor adherence to 
the treatment manual, random 
monitoring of intervention delivery 
Minimise 
contamination 
between 
conditions 
Minimise 
contamination 
across 
treatment/control 
conditions, 
especially when 
In the current study control 
conditions were unsuccessful – 
planned strategies included control 
and intervention providers were the 
same, scripted treatment manual 
and defined delivery of 
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implemented by 
same provider 
psychometrics, session –by-
session facilitator checklists to 
monitor adherence to the treatment 
manual 
Adapted from BCC Treatment Fidelity Recommendations in Special NIH 
Report: Treatment Fidelity in Research by Bellg et al. 2004 
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Table 9: Treatment Fidelity Strategies for Monitoring and Improving 
Receipt of Treatment 
Goal Description PKD implementation Strategies 
Ensure participant 
comprehension 
Ensure that 
participants 
understand the 
information 
provided in 
intervention, 
especially when 
participants may 
be cognitively 
compromised, 
have a low level of 
literacy/education, 
or not be proficient 
in English 
Trained allied health providers 
undertake participant screening; 
treatment manual identifies 
exclusion criteria; treatment 
manual identifies strategies to 
assist participants identified as 
having low education/literacy 
concerns; all intervention 
information provided verbally and 
discussion-based information 
dissemination; engage participant 
focus group for feedback on 
intervention and written material for 
fluency, appropriateness and 
acceptability.  
Ensure participant 
ability to use 
cognitive skills 
Ensure 
participants are 
able to use the 
cognitive skills 
taught in the 
intervention (e.g. 
reframing, 
problem-solving, 
preparing for high-
risk situations, etc) 
Assess with questionnaires, 
participant self-reports, session-by-
session feedback forms, in session 
group discussions to consolidate 
skill development, in session role 
plays, treatment manual 
encourages for participant self-
monitoring, in group discuss 
ongoing use of skills 
Ensure participant 
ability to perform 
behavioural skills 
Ensure 
participants are 
able to use the 
behavioural skills 
taught in the 
intervention (e.g. 
Scripted questioning in treatment 
manual of participant reports of 
using problem-solving and other 
skills discussed during 
intervention, homework task 
monitoring and reporting during 
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relaxation 
techniques, refusal 
skills) 
intervention, participant workbooks 
provided for each intervention 
module 
Adapted from BCC Treatment Fidelity Recommendations in Special NIH 
Report: Treatment Fidelity in Research by Bellg et al. 2004 
 
 
Table 10:  Treatment Fidelity Strategies for Monitoring and Improving 
Enactment of Treatment Skills 
Goal Description PKD implementation Strategies 
Ensure participant 
use of cognitive 
skills 
Ensure that 
participants 
actually use the 
cognitive skills 
provided in the 
intervention in 
appropriate life 
settings 
Self-report measures, process-
oriented service provider 
questioning of session-by-session 
information, initiate group 
discussion on how to apply learnt 
strategies and information, 
problem-solve potentials and risks 
within treatment delivery sessions, 
conduct follow-up discussion and 
assessment with participants 
Ensure participant 
use of behavioural 
skills 
Ensure that 
participants 
actually use the 
behavioural skills 
provided in the 
intervention in 
appropriate life 
settings 
Provide opportunity at beginning of 
each treatment session for 
participant feedback on strategies 
applied between sessions, local 
service providers with local 
knowledge and resources able to 
provide additional/followup support 
following intervention completion  
Adapted from BCC Treatment Fidelity Recommendations in Special NIH Report: Treatment 
Fidelity in Research by Bellg et al. 2004 
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Program Facilitation Training - Fidelity 
 
All potential service providers undertook four days of training to ensure 
uniform understanding and implementation of the program.  As not all service 
providers had either a background in clinical work, had worked with 
adolescents or had a detailed knowledge of alcohol and drug use, it was 
essential that the training use a pyramid-style learning process where the 
information started out broad and all encompassing, and funnelled into 
specific information to enable the delivery of the PKD program.  This ensured 
that all knowledge and skill levels were acknowledged and broadened.  The 
training was divided into two components.  The first two days addressed 
adolescent substance use, mainly at a content and information level, and the 
second component was two days of competency-based learning of the PKD 
program content and process.   
 
Service providers attended training from around Queensland and were 
required to complete both components before delivering the PKD program.  
Training programs were generally provided three to four times per year, 
depending upon demand.  Given the geographical locations of the training, 
not all service providers were able to complete the training in the said order.  
Some service providers completed the second training component before 
completing the first component.  The only requirement placed on service 
providers was the need to complete all the required training before they would 
be accredited to deliver the program within their community. 
 
The first two days of training utilised both lecture-based and interactive 
learning applications and provided a general, and broad overview to 
adolescent substance use within a treatment context.  To provide a contextual 
basis to the program and training and incite enthusiasm to learn, statistics on 
both Australian and Queensland adolescent alcohol and drug use trends and 
issues were presented using data from the most recently available National 
Household Survey (NHS), Australian Institute for Health and Welfare (AIHW, 
2005; 2005a), Australian School Students Alcohol and Drug Survey (ASSAD, 
2005) and the Australian Bureau of Statistics (2002; 2008).  Following this, 
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adolescent development and models for understanding adolescent 
development were discussed.  Included in this was the model developed by 
Birmingham and Sheehy (1983) that provides a framework for understanding 
the potential impacts on cognitive, social and emotional development when a 
young person begins to use substances in the formative years of 
adolescence.  Following this, the training program provided an overview of 
current principles and practices in responding to adolescent substance use.  
This included detailed explanations of the spectrum of care, encompassing: 
the principles of harm minimisation; the disease model, i.e., Alcoholics 
Anonymous (AA) and Narcotics Anonymous (NA); therapeutic/counselling 
interventions and approaches; cognitive behavioural interventions and 
motivational interviewing; and family interventions, including evidence-based 
practice, risk and protective factors and family therapy models and theory 
from which the PKD program was derived.  This training was conducted 
around the information outlined in the Bridging the Gap clinicians’ guide to 
working with adolescent substance misuse (Winchester, Kelly & Sander, 
2001). 
 
There was generally a gap of three to four weeks between completing 
component one and undertaking component two of the training.  This ensured 
participants had time to prepare for the second component of training.  All 
participants were provided with PKD program materials at the completion of 
component one training to provide sufficient time to familiarise themselves 
with the program content and process.  All the information, manuals, 
evaluations, overheads and handouts needed to deliver the program were 
provided. 
 
The second component comprised two days of applied learning of the PKD 
content, or competency-based training, in a simulated group situation.  
Service providers were allocated a PKD module for presentation and were 
required to present this module as they would in a real-life situation.  All 
service providers were assessed on content and process issues using peer 
assessment and trainer assessment.  In each of the training situations, the 
 | P a g e  112 
trainers modelled a presentation and were also provided with feedback from 
the service providers.   
 
It was vital facilitators were well acquainted with the program content before 
they commenced delivery of the PKD program.  This was essential for 
ensuring that the program remained interactive and did not become lecture-
based.  PKD was not designed to be read verbatim from the manual.  It was 
important for facilitators to be familiar with the whole program, as this would 
enable facilitators to answer parents’ questions about both the current and 
subsequent sessions.  One approach to learning and delivering PKD was for 
facilitators to make their own notes on the module checklist or through the 
facilitator’s manual while learning the content and then use the sheet as a 
prompt during delivery of that module.  Before delivering PKD for the first 
time, facilitators were encouraged to have a practice run of each session and 
be familiar with all material.  It was expected that this process would reinforce 
the program content, highlight any concepts of which they were uncertain and 
give an indication of the timing for each section. Facilitators found it useful to 
rehearse with facilitators from other services as this provided an opportunity 
for feedback and peer support. In addition, a training video demonstrating 
delivery mode and engaging parents in discussion and group facilitation 
processes was developed and disseminated to facilitators. 
 
PROGRAM IMPLEMENTATION 
 
Following a recruitment drive for statewide service providers interested in 
delivering PKD, all successful tendering agencies were provided with 
information, instructions and directions to enable successful recruitment and 
delivery of the program, and provided with a standardised protocol.  This 
information was written into a ‘Facilitators Manual’. 
 
Service Provider Recruitment  
 
The service provider recruitment process started with a staggered statewide 
expression of interest campaign targeting government and non-government 
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agencies.  To achieve a fair, equitable and unbiased process, tender 
advertisements were placed in the Courier Mail, a major newspaper with wide 
distribution, and local newspapers within Queensland.  Direct contact was 
also made with all agencies identified within the Queensland Lifeline (a 
statewide welfare services) manual and with relevant Queensland 
Government departments, including Child and Youth Mental Health Services 
(CYMHS), Adult Mental Health Services (MHS), Alcohol, Tobacco and Other 
Drug Services (ATODS) and Education Queensland (EQ).  Word of mouth 
and email groups were also utilised as an additional ad hoc dissemination 
process. 
 
Expression of interest identified the terms of contract, specifically that 
Queensland Health was utilising a third party provider process to deliver the 
five-week PKD parenting program, and service providers were required to be 
a registered allied health professional within Queensland.  Payment would be 
on the basis of $3000 per program delivered, with service providers required 
to recruit at least 10 parents and retain at least six parents for the duration of 
the program.  Service providers also agreed to engage in all required training 
and undertake program evaluations.  
 
Interested providers were given an eight (8) week period to address selection 
criteria.  All responses were assessed by a panel comprising the author, 
representatives of the author’s employer, TPCH Alcohol Drug Service (ADS), 
a representative from an independent youth alcohol and drug service, and a 
representative from FACS.  All services assessed as meeting the selection 
criteria were contacted and asked to make arrangements to attend one of a 
number of scheduled training events throughout Queensland.  
 
Early into the project, a focus group was conducted by an external 
(Commonwealth) reviewer with a number of service providers.  This process 
highlighted a number of service provider concerns, specifically relating to 
dissemination issues and remuneration.  Service providers voiced significant 
concern and frustration in recruiting a viable number of parents, with all 
service providers identifying attracting, recruiting and maintaining a minimum 
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of six parents as significant barriers to program delivery.  Additionally, the time 
and expenses associated with marketing and parent recruitment activities, 
staff time and resources needed for screening, administration, program 
management and accountability processes were deemed as too time-
consuming and costly for community-based agencies.   
 
The program was designed to be transportable and cost-effective in meeting 
the needs of parents, however, the processes required for evaluating and 
researching program implementation effectiveness had become a barrier to 
uptake and implementation rather than a solution to a service delivery gap. 
 
To address these concerns, adjustments were made to payment and payment 
structure, and minimum parent numbers.  It was agreed that in addition to the 
$3000 paid for program delivery, each service provider would be provided 
with $1000 per program to assist with marketing, parent recruitment and 
administration, totalling $4000 per five-week program.  To minimise out of 
pocket expenses for community-based and not-for-profit agencies, service 
providers would be paid $1000 after delivering the first program module, with 
the remainder paid at completion of the entire program.  
 
 
Parent Engagement, Recruitment and Screening 
 
A multifaceted marketing approach was utilised to engage parents to 
participate in the program across the state of Queensland.  In the pilot phase 
of the program, it became evident program providers needed to actively seek 
out parents to inform them of the program and the benefits they could expect 
from participation.  
 
To assist service providers, a marketing and communication package was 
developed in consultation with the Media and Communications department of 
TPCH Health Service District to meet the standards and requirements of the 
Queensland Government.  The package contained a recommended 
procedure for utilising the provided resources and included: 
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• PKD brochures  
• PKD posters  
• Community service announcement template (free)  
• Newspaper advertisement template (at cost)  
• Newspaper story template 
• Newsletter article template for schools and community agencies 
• Letter template for referral sources. 
 
Service providers were encouraged to use these resources to inform parents 
with whom they were directly in contact with and for networking with other 
agencies and professionals who may refer parents to the program.  Providers 
were encouraged to send letters, brochures and posters to local agencies and 
professionals and make follow-up telephone calls, to attend inter-agency 
meetings and to contact their local newspapers and radio stations. 
 
Potential community referral sources included: 
• Local schools  
• School nurses 
• Community nurses 
• Local youth services  
• CYMHS agencies  
• ATODS agencies 
• Church groups 
• Self-help groups, e.g., Naranon, Alcoholics Anonymous, Narcotics 
Anonymous 
• Community programs  
• Doctors  
• Rehabilitation and detoxification centres  
• Counsellors  
• Psychologists  
• Community service Interagency meetings. 
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Additionally, TPCH ADS undertook media activities designed to raise the 
profile of PKD.  These included a ministerial launch in 2003 and a press 
release.  Further, telephone counselling services, including Kids Help Line, 
Life Line, Parent Line and the Alcohol and Drug Information Service (ADIS), a 
24 hour, statewide counselling and referral service, were informed of PKD 
program delivery dates and locations across the state.  
 
Parent Recruitment 
 
Queensland-based parents with children 25 years and under were eligible to 
participate in PKD.  The age range and inclusion criteria fitted directly within 
the Australian service delivery system for adolescent mental health and 
substance treatment. 
 
The only formal exclusion criterion was if the parent had current and acute 
mental health concerns that would prevent them from participating in a group.  
These parents were encouraged to attend individual support, then to 
commence in a PKD group when their mental health concern was stabilised.  
The stability of their mental health was then assessed and discussed with the 
referring clinician.  In addition, parents who were reluctant to engage in group 
interventions, and self-selected ‘out’ of group attendance were also offered 
individual assistance or referral.   
 
Parents were recruited into PKD groups through formal and informal 
channels, including referral from other clinicians and services for group 
involvement, including informal networking.  All service providers were 
provided financial assistance to help in parent recruitment initiatives, however, 
parents were not paid to attend the program, and the funding arrangements 
ensured the program was delivered free of charge to all interested parents. 
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Screening Parents  
 
Facilitators were instructed that, where possible, both parents involved in the 
parenting role should be encouraged to attend the program, although the 
program did not require both parents to attend.  
 
Parents were screened to determine their suitability and readiness to 
participate in a group-based program.  Any parent concerned about actual or 
suspected substance misuse with a child under 25 years of age was eligible.  
 
Parents were only excluded if they had a mood or anxiety disorder that would 
impair their ability to function in a group setting, or if they were experiencing 
an acute psychosis. These parents were able to participate in future groups 
when their symptoms were less acute or problematic, or were to be provided 
with individual support.  
 
Facilitators were also advised to be aware of any literacy or reading difficulties 
experienced by parents and ensure that support was provided to these 
parents during the group and when completing evaluations. Facilitators were 
advised to be discrete.  
 
Group Size  
 
Parents, Kids and Drugs was designed to be a small group intervention with 
no more than 12 parents, with a recommended minimum number of six 
parents to optimise group cohesion and interaction.  In terms of parent 
recruitment, attrition rates during the program were shown to be low; however, 
attrition did occur during the waiting period prior to the group commencing.  
Facilitators were therefore encouraged to actively follow-up parents on waiting 
lists to enhance their engagement, and also to over-recruit with the view to 
having enough parents to start in the group. 
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Confidentiality  
 
In completing any PKD-related paperwork, parents were advised of 
confidentiality and encouraged to use a code rather than their name when 
completing questionnaires. Each evaluation measure had a box in the top left-
hand corner where parents recorded their code, an eight-character string that 
consisted of: 
• The initials of their first and last name. 
• The last two digits of the year of their birth.  
• The initials of the child who they primarily concerned about. 
• The last two digits of the year of the birth of their child.  
 
For example, Joe Black was born in 1951 and worried about his daughter, 
Mary Black’s, speed use. Mary was born in 1982. Joe’s code was therefore: 
JB51MB82. 
 
Supervision and Program Support  
 
Clinical Supervision Times  
 
Telephone—A staff member from the author’s clinical team was available at a 
set time each week to discuss any clinical, content or process queries that 
may have arisen during program delivery. This time was used to discuss the 
care of parents in the group, queries about program content, screening or 
difficult questions that arose in a session. All staff members conducting 
supervision were allied health professionals who were experienced in drug 
and alcohol counselling and in delivering the PKD program.    
 
On Site—All service providers were informed that the author or a 
representative from the author’s clinical team may observe one or more of the 
five program sessions whilst it was being delivered. This provided an 
opportunity for facilitators to flag any questions directly and was used as a 
quality control measure where feedback was given to the facilitators regarding 
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their delivery of the module and their management of group processes.  Due 
to geographical restraints, no rural or remote programs were observed.  Less 
than 10 metropolitan service providers were observed in delivering modules of 
the program.  On each occasion, facilitators commented they missed aspects 
of the program or were unable to keep to designated time frames due to 
feeling anxious and uncomfortable at being observed.  Further, restrictions 
placed on the author by her employer in reducing afterhours observational 
work impeded this process of quality control.  Therefore an alternate approach 
of relying on facilitator self-report around program adherence and treatment 
fidelity in the form of a facilitator checklist was used.  Although inherent 
challenges of honesty, uncertainty around facilitator self-awareness and 
reliability in reporting are noted, the use of a self-report checklist was 
considered an appropriate measure of treatment adherence.  As Shapiro and 
colleagues note, “reliance on provider self-reports of program use remains the 
most practical option in examining large-scale dissemination efforts that cross 
service systems and organizations” (Shapiro, Prinz & Sanders, 2011, p.87) 
 
Other Support  
 
The author or representative was available once a week at an allocated time 
to address any administrative queries. This time was used to discuss 
marketing, evaluations, program content or other non-clinical issues that 
arose.  The author or representative could be contacted outside these times, 
although response time was not able to be guaranteed due to other clinical 
duties.  
 
Physical Environment  
 
Facilitators were provided with some simple organizational directions, 
including: the program should be conducted in a location that had adequate 
parking and was accessible by public transport. The room used should 
comfortably fit 12–14 adults and have chairs that were easily moved. 
Facilitators would need access an overhead projector (or equivalent), tea and 
coffee facilities and a whiteboard/blackboard.  Chairs should be arranged in a 
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semi-circle around the overhead projector, with each of the two program 
facilitators seated at the two end points.  Facilitators were encouraged to 
make the physical environment as comfortable as possible i.e. having a 
television or radio playing while parents arrive or magazines to help promote a 
casual and non-threatening atmosphere.  
 
PROGRAM IMPLEMENTATION AND SERVICE PROVIDERS 
 
The dissemination of PKD throughout Queensland was essentially a real-
world effectiveness trial, covering Australia’s second largest state, with a 
geographical area of 1.8 million kilometres.  With a population nearing four 
million people, one third of the state’s population lives outside of metropolitan 
areas (Australian Bureau of Statistics, 2012). Given the vast geographical 
area and isolation of some remote areas, access to resources and services 
decline significantly the further away from major, regional cities people live.  
The process of recruiting service providers attempted to have a wide reach 
across all regional sectors of Queensland by targeting government and non-
government providers. 
 
One hundred and nineteen allied health frontline clinical workers from 57 
government and community-based services across metropolitan, regional, 
rural and remote Queensland were systematically trained in the delivery of 
PKD over the 4 year implementation period.  Following engagement in the 
training process, eight clinical workers declined further involvement, citing 
philosophical differences, personal circumstances or transfer from the 
contracted service provider.  Staff turnover within the community sector was 
relatively high, with 17 agencies requesting additional staff be trained.  The 
majority of allied health professionals trained in the delivery of PKD identified 
as psychologists or social workers. 
 
The projected annual program delivery estimates based on funding provisions 
were difficult to achieve.  There were a number of reasons for this, including 
slow uptake from service providers, geographical remoteness, difficulties 
recruiting parents from some rural and remote areas and constraints imposed 
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by the funding body around participant numbers and use of preauthorised 
marketing materials.  In the final year of implementation, the Commonwealth 
advised Queensland Health they would not allow any unused funds to be 
‘rolled over’ to the next financial year, necessitating Queensland Health to 
contract and pay for services in advance or lose the remaining funding.  
Therefore, service providers were asked to quantify and commit to the 
number of programs they could deliver in the following 12-month period.  
Service providers were then paid in advance for their estimated program 
deliveries.  
 
Obviously payment in advance would work against undertaking useful 
evaluation.  Inherent risks associated with dubious or uncertain treatment 
adherence, significantly reduced control over program delivery and 
accountability and cessation of engagement in research activities were 
expected.  In an attempt to circumvent this outcome, service providers with a 
proven track record of returning program materials, including facilitator 
checklists, and delivering on promised program numbers were future-funded.   
 
Once financial remuneration was received by service providers, research and 
program compliance data dramatically declined; service providers became 
erratic and sometimes non-responsive in their reporting, and some programs 
that were future-funded were not delivered.  
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CHAPTER FIVE  
STUDY II: PARENTS, KIDS AND DRUGS A REAL WORLD 
EFFECTIVENESS STUDY 
 
“Let parents bequeath to their children not riches  
but the spirit of reverence.” 
Plato 
 
 
INTRODUCTION 
 
With PKD having been developed into a multi-session parent-oriented 
intervention program, the research task was to determine its effectiveness 
within a broader setting. Several research designs were developed and 
trialled and this chapter describes these designs and the experience that led 
to the approach ultimately taken for the evaluation.  The chapter begins by 
outlining the initial research design and an explanation around implementation 
of this process.  Challenges of implementing the initial design are noted 
through discussion of the attempts to move research into action within 
treatment as usual settings.  Finally, the within treatment comparison 
eventually used in the current study is outlined. This section is written 
chronologically to guide the reader through the various attempts to implement 
research protocols within real world clinical settings. 
 
Research Objective 
 
The main research objective was to assess the impact of a unilateral 
intervention on parents with adolescent substance-using children to determine 
its effectiveness in supporting parents in their own right.  Specifically, the 
research sought to identify changes in parent’s knowledge, stress, strain and 
mood, together with assessing their use of effective parenting practices to 
support enhanced parenting competence, efficacy and satisfaction.  It was 
assumed parents would be struggling and stressed in managing their 
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situations, have mood difficulties, require guidance around parenting 
practices, and would benefit from a structured intervention program and being 
involved in a social support network with peers in similar situations. 
 
 
Initial Research Design 
 
An experimental double baseline design was initially proposed, whereby 
parents would be placed on a waiting list which would serve as the control 
phase.  Initially parents would be randomly allocated to a PKD program to 
start within five days or be delayed.  Subsequently this was changed to 
allocation to a PKD on the basis of whether a program was immediately 
available or allocated to a waitlist control when a program was not 
immediately available.  Allocation to waitlist was not to be dependent on any 
parent or child characteristics, such as socioeconomic status, educational 
level nor level of emotional distress, but rather, dependent on the number of 
parents available for a viable group and availability of service providers 
nominating group starting dates.  All of these variables would be outside 
parental control and would not involve choice.     
 
The sample was a convenience one, with parents who had a substance-using 
adolescent being recruited throughout Queensland.  Participation in both the 
intervention and the evaluation was voluntary.  Generally, parents self-
selected themselves for inclusion in PKD.  Multiple service providers from 
both government and non-government organisations would provide PKD and 
would be responsible for participant recruitment and delivery of the 
intervention. 
 
It was initially intended the program’s effectiveness would be evaluated 
across four points, i.e., waitlist, pre-treatment, post-treatment and six-month 
follow-up.  Standardised psychometrics focusing on assessing the main areas 
of interest i.e. mood, caregiver stress and strain, parenting practices and 
parenting competence, efficacy and satisfaction, were chosen from the public 
domain as they were freely available for dissemination; they had previously 
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been used with parents experiencing difficulty in their parenting role due to 
child difficulties; they were relatively quick to complete; and they did not have 
a required skill level for administration.  Further, funding received for the 
project did not cover any aspects of the research process including the 
purchase of psychometrics.  Therefore all measures were required to be 
retrieved from public domain and photocopied without license or restriction. 
 
Informed consent was to be obtained from all parents willing to engage in the 
research component and all parents were provided with information on the 
project and purpose.  The consent form (Appendix 2.1), parent information 
letters (Appendix 2.2), the evaluation measures and the research process 
were approved for Statewide use by Queensland Health’s Prince Charles 
Hospital Clinical Governance and Ethics Committee (Ethics Protocol No: 
EC2302).  Participation in both the intervention and the evaluation of the 
intervention were voluntary and not dependent on each other, i.e., participants 
could receive the intervention without engaging in the evaluation component.   
 
Once completed, all evaluation materials would be returned to the researcher 
for analysis.  Below, Figure 1 demonstrates the proposed research design 
using double baseline and follow-up points post-intervention. 
 
 
 
 
 
 
 
Pre-PreTest/ PreTest Intervention PostTest Follow-up  
Waitlist 
 
Figure 1: Proposed Research Design Implementation Followup Attempt 
 
 
A repeated measures design utilising a waitlist control, where data would be 
collected from parents at four time points was initially considered.   
 
PKD 
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Explanation of Proposed Research Design Evaluation Points  
 
Pre Pre-Test / Waitlist  
When parents were being assessed/screened to participate in the program by 
service providers, they would be asked to sign a consent form and complete a 
parent registration form.  Signing of the consent form allowed their responses 
on the registration and evaluation forms to be given to the TPCH Health 
Service District ADS for program evaluation, which also included a follow-up 
telephone call at point four.  Parents were also to be given the first round of 
evaluation tools at this stage, between 8 and 2 weeks before program 
commencement, in effect, making this a waitlist control.  Parents who were 
screened within 2 weeks of program commencement would still be considered 
eligible for participation in the evaluation program and would be required to 
complete the consent and registration forms, but would not be required to 
complete Pre Pre-Test evaluation measures, i.e. were not included in the 
waitlist control.  If parents were screened over the telephone, the evaluation 
forms would be sent to participants with a letter explaining how to complete 
the forms, together with a self-addressed and stamped envelope for their 
return to the service provider. 
 
Pre-Test 
 
Within one week of program commencement parents would be provided the 
second round of questionnaires.  Service providers would be advised to post 
this round of questionnaires to the parents with a letter asking them to bring 
the completed questionnaires to the first session and confirming the program 
location and times.  The service provider would then post the consent form 
and the point one and point two evaluations to the researcher within a week of 
program commencement.  The consent forms would be posted separately to 
the questionnaires and both were returned to the researcher using registered 
post. 
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Post-Test 
 
At the conclusion of module five (program completion), the third round of 
questionnaires would be administered.  Facilitators would find it useful to end 
module five with a supper and have parents complete the questionnaire then.  
This could be a particularly effective way to ensure that the evaluation 
measures were completed and would also provide an enjoyable way to 
conclude the program.  If parents were given the forms to take home to 
complete, they would be provided with a return stamped addressed envelope.  
Service providers would be encouraged to contact parents by telephone to 
remind them to return questionnaires if they had not been returned within 2 
weeks of program completion. 
 
FollowUp 
 
Six months after program completion, the author would contact parents by 
phone to ask if they were still willing to be involved in the evaluation process 
and seek child behaviour change feedback from the parents. It was also 
hoped that this personalised contact would increase response rate at follow-
up.  If parents continued to consent to research involvement, questionnaires 
would be posted, together with stamped, self-addressed envelopes, and 
parents would be asked to complete the evaluations within a 2 week period.   
 
Additionally, at the end of each program module, parents would be asked to 
complete a session feedback form and a program satisfaction survey would 
be completed at the completion of the entire 5 week program. 
 
Proposed Research Design Implementation Attempts  
 
The following section chronologically describes the evolution of the final study 
design, noting the attempts to implement the proposed study design and the 
challenges encountered in trying to establish a randomised control process 
required for true experimental conditions within community-based clinical 
settings. 
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Attempts made to Establish a Control Process 
 
Round 1 
 
A randomised control study was initially implemented to determine the 
effectiveness of the PKD program.  Service providers within the targeted 
geographical area were asked to set dates for delivering programs within a six 
month period.  The experimental conditions were either an immediate start, 
generally within 5 days of a parent calling, or a delayed start, either 2 or 4 
weeks after making initial contact.  Advertisements directed interested parents 
to telephone a central service, namely the Youth Community Team.  When 
parents made contact with the service, they spoke briefly to an administration 
officer who was not in a clinical role and had no clinical skill, and were given 
contact details for one of the service providers.  Parents were to be randomly 
assigned to one of the control groups based on the order in which they called 
the service, i.e. first caller given option one (immediate start), second caller 
given option two (delayed start of 2 weeks), third caller given option three 
(delayed start of 4 weeks), fourth caller given option one (immediate start), 
and so on. The administration officer was advised to remain with the control 
condition, and not deviate from designated groupings.  All parents responding 
to the advertisements would be allocated to treatment.  Service providers 
were informed they would be allocated parents into their designated groups, 
depending on starting date. 
 
Due to staffing issues and various other work constraints, some service 
providers were unable to commit to delivering a program within this period, 
but did identify potential dates within the following 12 month period.  This was 
also a condition of the funding arrangements, where service providers were 
asked to determine how many programs they would conduct within a 12 
month period.  This process provided a timeline of program deliveries 
covering a 6 to 8 month period. Overall, few programs were scheduled to start 
within the same week within the timeframe, with the majority of service 
providers electing to conduct the programs outside of normal business hours 
to attract a broader group of parents.   
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Once service providers had set program delivery dates, a number of 
newspaper advertisements targeting concerned parents with an adolescent 
child under the age of 25 years engaging in actual or suspected substance 
use were then placed in local newspapers within the Brisbane metropolitan 
and greater metropolitan area as a means to recruit sufficient parent numbers 
to allow random allocation to one of three experimental conditions.  These 
advertisements were developed and approved by the Media and 
Communications Branch of TPCH.  In addition, advertisements were placed in 
school newsletters and sent out through service provider networks to reach a 
broad base of subject referrals. 
 
Numerous difficulties arose using this experimental design.  Local newspaper 
advertisements failed to attract a significant number of parents, with the 
majority of parents delaying their responses to the advertisement.  This meant 
that the immediate start control group was not viable due to a lack of parents.  
This also affected the 2 week delay control group, which had to be delayed 
over a number of weeks or cancelled by the service provider.  Random 
allocation also meant that the 4 week control group had to be delayed further.  
In all instances, each control group became contaminated with other parents 
recruited by means of the service provider.   
 
The full randomised control design was attempted on two occasions over an 8 
month period without accomplishment.  On all occasions, groups were either 
cancelled or delayed due to insufficient parents to conduct a group, or were 
contaminated by service provider recruited parents.  As service providers 
were not paid if a program was not delivered, their anxiety at needing to 
recruit their own participants or fear having their group cancelled was 
understandable, and was a confounding factor of researching treatment within 
real-life clinical settings.   
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Round 2 
 
It was deemed that a randomised control design was not feasible within the 
clinical primary healthcare setting in which the author was working.  A quasi-
experimental design using a waitlist control was therefore adopted.  Parents 
were allocated to a PKD program on the basis of whether a program was 
immediately available within 5 days of initial contact, or allocated to a waitlist 
when a program was not immediately available.  Allocation to waitlist was not 
dependent on any parent or child characteristics, including socioeconomic 
status, educational level nor level of emotional distress, but rather, was 
dependent on the number of parents available for a viable group and 
availability of service providers nominating group starting dates.  Using this 
design, the author would not expect any systematic differences between 
parents and children, socioeconomic status, degree of distress or emotional 
state.     
 
Within a clinical cohort, adopting a waitlist control experimental process was 
again not as successful as initially expected.  A small number of waitlist 
questionnaires were received from service providers, however, there were 
insufficient numbers to undertake analyses.  The main clinical issue in 
establishing waitlist data was service providers reported concerns regarding 
duty of care and ethical issues whilst asking parents to wait for treatment, and 
parent feedback on waiting for 5 weeks to start a program was not 
complimentary, particularly when parents identified themselves as in crisis, 
and requiring immediate assistance.  This also placed pressure on service 
providers to respond in a timely and appropriate manner to parental need, and 
again, service providers were motivated to service parents rather than have 
them wait due the parents’ identified distress and the remuneration structure.  
The program funding was purely for service provider training and program 
dissemination, so service providers could not be paid to have parents on a 
waiting list, which dissuaded service providers to engage in this component of 
the research protocol.  
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Additionally, there were challenges in undertaking the 6 month follow-up 
process.  A number of barriers emerged to being able to contact participating 
parents post program completion including paperwork returned without being 
completed, information illegible or missing, demographic information not 
returned in a timely manner and demographic information unable to be paired 
with completed psychometrics.  Due to these concerns, it was decided a 
follow-up process was not feasible. 
 
Round 3  
 
As the author was trying to establish a true randomised experimental 
condition to evaluate the effectiveness of the PKD program, healthcare 
providers had been recruited, trained and accredited to conduct the PKD 
program, they had commenced running the program, and were collecting 
treatment data.  This yielded a relatively large pool of treatment data with very 
little control data.   
 
In a final attempt to establish a control sampling process, it was decided that a 
web-based survey would be used to attract parents.  The Internet is a fast 
growing social networking tool, and is seen as a point of reference for most 
Australians.  Internet-based surveys can be completed in the comfort of one’s 
own home, they require less recruitment effort, are inexpensive to maintain, 
can reach a broad base of people, and can significantly reduce incomplete 
responses.  In addition, there appears to be no change in reliability of 
instruments administered via the Internet (Ritter, Lorig, Laurent & Matthews, 
2004), and email can be used effectively for communicating at various stages 
with both respondents and non-respondents.   
 
Ethics approval was sought to establish a web-based survey using Survey 
Monkey, a secure online survey tool.  Information regarding the research and 
the survey link was hosted on the University of Queensland, School of 
Medicine website, and all advertising material directed parents to this website 
for further information and consent to participate.  Parents were recruited for 
the Internet-based survey through marketing posters (Appendix 4), electronic 
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media, email lists, ‘contacts of contacts’, various blogs, chat rooms and 
websites.   
 
All surveys used in the treatment condition were uploaded verbatim onto the 
Internet, including a parent information and consent form approved for web-
based research (amended ethics approval application EC2303). The parent 
information form outlined the purpose of the study, the research purpose and 
rationale, and the study design, including informing parents of the requirement 
to complete two sets of questionnaires over a 5 week period, with the link to 
the follow-up questionnaires being emailed to parents 5 weeks after 
completing the initial set of questionnaires. 
 
Once parents had read through the parent information sheet, they were 
directed to click on the ‘Agree’ button and they were redirected to the online 
survey.  All participants had to provide a valid email address to enter the 
survey and to again provide consent.  The statement asking for the 
participant’s email address read ‘By completing and submitting the attached 
surveys, this will be considered your consent to being involved in this 
research study.  If you wish to participate in this research study, please enter 
your email address and click the button to register your agreement.  Click 
agree here.  Thank you for volunteering.’   
 
Once into the survey, parents were asked to type in the date they were 
completing the survey to provide a baseline point.  Parents were also 
prompted to provide an alternate email address (if necessary) for the follow-
up questionnaire reminder email to be forwarded to. 
 
At completion of the initial survey, parents were again prompted to provide a 
valid email address to be sent a reminder email to encourage completion of 
the follow-up questionnaire.  Participants were informed this email would 
contain the header ‘PKD Reminder’ in the subject line, and the body of the 
email simply contained a link to the follow-up survey with no other information. 
In addition, parents were informed they would be emailed an e-booklet 
(Appendix 5) following completion of the second set of questionnaires as a 
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‘thank you’. Parents were sent a reminder email 5 weeks after completion of 
the pre-test, and then if no response was received within 2 weeks, another 
reminder email was sent.  If parents did not complete the follow-up 
questionnaires after receiving two reminders, no further contact was made 
with the parent.  
 
The post-test questionnaires replicated those in the pre-test.  Data sets were 
matched using email address and date of birth, and parents were again asked 
to provide ‘Today’s date’ when completing the questionnaires to establish time 
between pre- and post-testing.  At completion of the post-test questionnaires, 
parents were reminded a ‘thank you’ e-booklet would be emailed to them, and 
were given the option to provide an alternate email address for this.  The 
‘thank you’ e-booklet was then emailed as an attachment to the provided 
email address with ‘PKD research thank you’ in the subject line and ‘Thank 
you for participating in our research project’ in the body of the email.  All email 
correspondence to parents was sent through the author’s student email 
account attached to the University of Queensland.  Once the e-booklet was 
emailed to parents, no further correspondence was sent to participants, and 
all email addresses were deleted from the email contacts list and sent email 
folders.  Parents were also informed at the time of completing the post-test 
questionnaire that no further correspondence would be received from the 
author regarding this project following completion of the post-test survey. 
 
In the six months while the web-based recruitment strategy was underway, 23 
parents were recruited into the intended waitlist control arm.  It became clear 
that this method of recruitment was not an efficient way of establishing a 
comparison group, but it provided some minimal opportunities for comparison.   
 
Variables associated with parent participation were outside the author’s 
control and influence.  It was not expected that the two groups would be 
fundamentally different, and it is acknowledged that this would have been a 
comparison group recruited by a different method.  In the event however, 
recruitment was so slow that no comparison group recruited in this way could 
be established.random allocation had not occurred, and that this was a 
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retrospective control group.  Using this design, the author would not expect 
any systematic differences between parents and children, socioeconomic 
status, drugs of concern, degree of distress or emotional state.   
 
Research Design used in the Final Study 
 
Parents, Kids and Drugs was delivered throughout Queensland by 
government and non-government agencies.  A significant challenge to the 
implementation study was service provider reluctance and apathy to 
undertake the evaluation process and treatment protocol adherence.  The 
author spent large amounts of time contacting, educating and supporting 
service providers in undertaking evaluations, with mixed success.  A core 
group of reliable service providers proficient and effective in collecting 
evaluation materials were identified and significantly supported in their efforts 
to aid data collection.  It should also be noted that not all accredited service 
providers delivered programs due to difficulties recruiting parent participants. 
 
Therefore, after several attempts to establish a control comparison, a single 
condition evaluation was undertaken, with comparison with a small internet-
based comparison group in a pre-post way.   
 
 
 
 
 
 
 
  PreTest Intervention PostTest   
 
Figure 2: Research Design used in the Final Study  
 
 
In line with the final study design and the research protocol challenges 
highlighted, the hypotheses for the study were adjusted to focus on pre-post 
intervention changes for participants in comparison with the internet control.  
 
PKD 
Internet 
Control  
Internet 
Control  
 | P a g e  134 
The expected outcomes of each hypothesis remained the same, however, 
there were no procedures in place to assess the longer-term impact or 
maintenance of changes following intervention involvement. 
 
Hypothesis 1 
Participants who receive the parenting intervention will demonstrate 
significant improvement in alcohol- and drug-specific knowledge as a result of 
their engagement in the intervention. 
 
Hypothesis 2 
Compared to the control group, participants who receive the PKD intervention 
will report significant improvements in positive mood states and reductions in 
caregiver stress and strain at the end of the intervention. 
 
Hypothesis 3 
Compared to the control group, participants who receive the PKD intervention 
will report significant improvements in parenting competency; parenting 
satisfaction and efficacy at the end of the intervention. 
 
Hypothesis 4 
Compared to the control group, participants who receive the PKD intervention 
will report increased use of positive, effective parenting strategies at the end 
of the intervention. 
 
Hypothesis 5 
There will be a positive association between participants’ mood states, level of 
caregiver strain and their parenting satisfaction and efficacy on their parenting 
practices at the end of the intervention. 
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METHODS  
 
Measures 
 
In line with hypotheses of changes in parenting practices, parenting 
confidence and parental mood and strain, a review of the literature was 
undertaken to find appropriate measures that were not cost prohibitive and 
would appropriately assess change on the domains of caregiver strain, mood, 
parenting practices and competence.  As program funding did not cover the 
cost of psychometrics, all measures chosen were freely available within the 
public domain and had been used in similar evaluations of parenting 
programs, with the exception of the Drug Knowledge Quiz (DKQ), which was 
developed by the author. (See Appendix 3 for questionnaires.) 
 
Drug Knowledge Quiz (DKQ)   
 
The DKQ, a 20-item questionnaire requiring a true or false response to a 
statement that assesses drug knowledge at a broad or general level 
specifically related to information derived from PKD.  This instrument was 
considered a basic measure of knowledge transfer from involvement in the 
program, and was designed to be a straightforward screen, that was quick 
and easy for parents to complete in session and for facilitators to score during 
the session.  Example questions included: 
• The effects of using amphetamines usually last for one hour. 
• Alcohol is a stimulant and gives people more energy. 
 
Depression, Anxiety and Stress Scale 42  (DASS42) 
 
The DASS, a 42-item Australian developed and normed questionnaire which 
yields a state measure of the respondent’s level of depressive, anxiety and 
stress symptoms, each a subscale on the DASS42 (Lovibond & Lovibond, 
1995).  Example questions include: 
• I found myself getting upset by quite trivial things (stress) 
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• I tended to over-react to situations (depression) 
• I just couldn’t seem to get going (anxiety) 
 
The DASS42 requires participants to consider their mood over the past week, 
and respond to the 42 statements on a 4-point Likert scale:   
0. Did not apply to me 
1. Applied to me to some degree, or some of the time 
2. Applied to me a considerable degree, or a good part of time 
3. Applied to me very much, or most of the time 
 
With its demonstrated high internal and discriminate validity, the DASS42 is 
useful for measuring changes in emotional state incurred through involvement 
in treatment (Lovibond & Lovibond, 1995).  The outcomes achieved on the 
DASS42 are then categorised according to the authors’ analyses and relating 
to the normed Australian population from normal, through to mild, moderate, 
severe and extremely severe.  According to the DASS42, categories are more 
descriptive and clinically relevant than specific mood state aggregates.  
 
Parental Sense of Competency Scale (PSOC) 
 
The PSOC scale, developed by Gibaud-Wallston and Wandersman (1978) 
and further evaluated by Johnston and Mash (1989) is a widely used and well-
validated measure to assess parent self-efficacy with their parenting role, and 
includes subscales of Satisfaction and Efficacy.  The PSOC is a 17-item self-
report measure designed to quantify the competence one feels as a parent.  
The Satisfaction subscale measures parental motivation versus parenting 
anxiety and frustration.  The Efficacy subscale measures perceived parenting 
knowledge and competency.  High scores on these subscales indicate higher 
satisfaction and efficacy with parenting. 
 
For this study, the working for some items in the original scale was modified 
slightly by changing the words “baby” or “infant” to “your son/daughter”.  This 
scale has previously been used by other researchers with Australian parents 
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with adolescent children (Gilmore & Cuskelly, 2008) and found by these 
researchers to be an appropriate tool to measure parenting efficacy and 
esteem. 
 
Parents were asked to think about the child they were concerned was using 
substances when completing the PSOC.  The total and sub-scale scores 
generated by this scale have been shown to have adequate levels of internal 
consistency (Gilmore & Cuskelly, 2008; Johnston & Mash, 1989).  Johnston 
and Mash (1989) reported internal consistency values of .75 for the 
Satisfaction subscale and .76 for the Efficacy subscale. 
Question examples include: 
• The problems of taking care of a child are easy to solve once you know 
how your actions affect your child, an understanding I have acquired. 
• My mother/father was better prepared to be a good mother/father than I 
am. 
• Being a parent is manageable, and any problems are easily solved. 
 
Each item is rated on a 6-point Likert scale: 
1. Strongly Disagree 
2. Disagree 
3. Moderately Disagree 
4. Moderately Agree 
5. Agree 
6. Strongly Agree 
 
Competency is broken down into two facets of parenting esteem: satisfaction 
and efficacy.  Satisfaction measures the affective dimension of parenting, 
reflecting parents’ feelings of frustration, anxiety and lost motivation for 
parenting.  Efficacy reflects the operational dimension of parenting, that is, 
parents’ feelings of competence, capacity, capability and familiarity with 
parenting.   
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Gillmore and Cuskelly (2008) undertook a much larger study of the PSOC 
(n=1201) using parents with children under the age of 18 years who lived in 
Queensland, Australia, therefore making this study more relevant to the 
current study.  Using the factor structure of Gillmore and Cuskelly (2008), 
which built on the results of Rogers and Matthews (2004) and Ohan, Leung 
and Johnston (2000), three factors derived from the PSOC were used.  
Gillmore and Cuskelly, (2008) in their factor analytic study found an additional 
factor of ‘Interest’, with Cronbach’s alpha scores of: Satisfaction (mothers 
0.72, fathers 0.76), Efficacy (mothers 0.68, fathers 0.74) and Interest (mothers 
0.62, fathers 0.47). Therefore in this study, the factors of Satisfaction, Efficacy 
and Interest were studied. Participants’ PSOC global score was achieved by 
totalling all responses.  A higher PSOC score indicated a higher parenting 
sense of competency and esteem. 
 
For the PSOC scale, all scoring and scaling of satisfaction and efficacy 
dimensions were undertaken as per authors scoring in Johnson and Mash 
(1989) with the addition of the Interest subscale, as identified by Roger and 
Matthews (2004).  Parenting interest measured the level of engagement with 
the parenting role.  Using the scoring protocol outlined in Gilmore and 
Cuskelly (2008), items 1, 5 and 7 were removed from analyses as these were 
complex items and loaded on multiple dimensions. 
 
The Parenting Scale  (PRS) 
 
(Renamed the Parent Response Scale (PRS) for purposes of this research)   
The PRS is a 30-item questionnaire, written to sixth grade reading level, 
designed to assess strategies utilised by parents when disciplining their child.  
Parents rated their responses on a 7-point scale, anchored by one effective 
discipline strategy, indicated by a score of 1, and an ineffective discipline 
strategy, indicated by a score of 7.  Question examples include: 
• When my son/daughter misbehaves 
I raise my voice or yell…………..…I speak to my child calmly. 
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• I threaten to do things that 
I am sure I can carry out…………..I know I won’t actually do. 
• If my son/daughter does something I don’t like, I insult my child, say 
mean things or call my child names 
never or rarely……………………….……....most of the time. 
 
To focus the instrument on adolescents and drug-using behaviours, 
instructions on the PRS were added to read ‘Son or daughter whom you are 
concerned is using AOD.  When responding, think broadly about their 
behaviour rather than just on their alcohol and drug use’ and ‘Some examples 
may be: arguing back, yelling at you, lying, stealing, hocking possessions, not 
coming home or coming home late, or being violent’.   
 
The PRS provided a total index score of parental discipline, and produced 
scores on three sub-scales of discipline styles identified as: Over-reactivity 
(displays of anger, meanness and irritability), Verbosity (lengthy verbal 
responses or reliance on talking), and Laxness (permissive, inconsistent 
discipline).  The scale has demonstrated adequate reliability and internal 
consistency (Arnold, O’Leary, Wolff & Acker, 1993). 
 
Caregiver Strain Questionnaire  (CGSQ) 
 
The CGSQ was developed by Brannan, Heflinger and Bickman (1997) to 
measure the caregiver strain experienced by families of children and 
adolescents with mental, emotional, or behavioural problems.  The CGSQ is a 
21-item questionnaire that assessed the burden of care, or added strain 
experienced by parents caring for children and adolescents with special 
needs, specifically serious emotional and behavioural problems. The CGSQ 
was designed to measure both objective observations of strain and subjective 
(internalising and externalising) caregiver strain as reported by the 
respondent.  The combination of these scores provides an overall, or global, 
score of strain.   
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Each item is rated on a 5-point Likert scale of 1 ‘Not at all a problem’ through 
to 5 ‘Very much a problem’.  Example statements included: 
• Interruption of personal time 
• Missing work or neglecting other duties 
• Feeling isolated 
• Disruption or upset of relationships within the family 
• Financial strain 
• Feeling tired or strained 
 
Specifically, the following areas are addressed in the CGSQ: disruption of 
family life and relationships (items 3 and 5); demands on time (items 1 and 2), 
negative mental and physical health effects for any member (items 5 and 12); 
financial strain (item 7) sacrifice (items 4 and 8), disruption of 
social/community life (items 6, 10 and 11), worry and guilt (items 16, 17 and 
18); fatigue and strain (items 20 and 21), and embarrassment (item 13).  
Additionally, items 14, 15 and 19 address the child-caregiver relationship 
(Brannan et al., 1997).  Given the rating of this scale, higher responses 
indicated higher levels of strain.  The scale has been demonstrated as having 
high internal consistency, yielding a Cronbach’s alpha coefficient of 0.93 
(Brannan et al., 1997). 
 
Facilitator Checklists  
 
Facilitator Checklists were developed to assist and measure treatment 
protocol adherence.  The checklist measured self-reported adherence to PKD 
delivery protocol and information sequence as outlined in the facilitation 
manual. Each program session had an accompanying checklist, a basic tick 
box format to demonstrate program content adherence.  The checklist also 
provided a small space for additional comments or information.  Following 
completion of the session, facilitators completed the checklist and identified 
any difficulties; challenges or deviations e.g. ran out of time to cover specific 
information, started late, information from previous session discussed again.  
The checklist was then returned to the researcher.  
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In addition, a significant part of the project was also exploring parent 
experience around program content, group process and satisfaction.  The 
subsequent study i.e. Study III, explores this consumer feedback in detail. 
 
Analysis Limitations 
 
Sample Size and Control Group 
 
The study sample size was dramatically reduced due to variations in program 
delivery by contracted services, questions around facilitator adherence to the 
treatment protocol, and missing data. For example, if program session 
checklists were not completed, it was assumed those sessions were not 
conducted.  If parents completed questionnaires using different identifiers, i.e., 
pre-test completed with code and post-test completed with name, these data 
sets were excluded from analyses and no assumptions or attempts to pair 
data were undertaken if there was not complete certainty. The smaller sample 
size therefore limited the power of the study to draw significant conclusions, 
as described below. 
 
Further, attaining longitudinal data from parents at a 6 month follow-up was 
unsuccessful due to numerous data gathering difficulties outlined.  Therefore, 
unlike the initially proposed study design, evaluations for the final study mainly 
focus on comparisons between treatment and control groups over the 
duration of the program.  The author recognises the limitations attached to 
this process of evaluation and the limitations of generalisation.  However, the 
author also acknowledges the important learning implications and 
contributions to the literature this attempt at moving research into broader 
frontline clinical practice has yielded.  These are further addressed in the 
study discussion.  
 
Over 300 families engaged in PKD; 161 consented to participate in the 
research process, however 40 (25%) declined to complete the initial pre-test 
questionnaires for unidentified reasons.  Post-program completion and return 
of questionnaires was even lower.  Program attrition and dropout rates were 
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difficult to quantify as service providers were not consistent, nor forthcoming, 
with reporting dropout rates, possibly due to the risk of financial disadvantage 
if they did not retain six participants.  As outlined in the tender process, fewer 
than six parents engaged in the program would equate to no financial 
remuneration for program delivery. 
 
After three attempts at establishing a comparison (control) group, few 
participants provided data for a thorough and robust comparison.  In total, 
nine parents provided waitlist data; however, as the participants were 
distressed and anxious parents, the duration between waitlist and program 
completion was 7–31 days, with only two parents waiting more than 17 days.  
A retrospective online survey yielded 23 parent responses at Time 1 and nine 
responses at Time 2 after sending out two reminder emails, thereby producing 
nine paired data sets.  The response time range between Time 1 and Time 2 
was 28–48 days.   
 
Given the very different approaches to recruiting a comparison group, as 
outlined earlier, it was concluded that it would be inappropriate to combine 
data from the two control attempts.  A decision made was that the internet-
recruited group would be the comparison group and all further analyses refer 
to the nine parents completing the initial and follow-up online surveys.  The 
author recognises the sample is therefore small, and resultant analyses are 
descriptive and have low statistical power.  Given the numerous attempts to 
establish a control group within an experimental condition, the inherent and 
obvious challenges in having stressed parents complete a survey with no 
incentive for treatment, and the ethical dilemma of suggesting the same are 
acknowledged as significant clinical learnings and provide insight into finding 
alternate options for researching effectiveness within real world clinical 
practice.  This would appear to be an ongoing challenge for clinicians and 
researchers alike, and is also a well-documented cause of dissent between 
those who practice and those who research practice.  In evaluating treatment 
in real-life settings, Lindsay and colleagues (2011), in a similar large-scale 
implementation process of parenting programs in the UK note similar data 
gathering experiences. 
 | P a g e  143 
Management of Missing Data 
 
Management of missing data was handled on a per-scale basis as directed by 
the scale manuals, as referenced in relevant peer-reviewed journal articles 
and by seeking direct contact from the authors of those papers.  For the 
DASS42, up to two missing items per scale were replaced by averaging 
across the remaining items for the scale. Where there were three or more 
missing responses, this questionnaire was not included in the data sample 
analysed.  The exception to this was if the first page of the questionnaire was 
completed, up to question 21, and the subsequent page was missed (due to 
double-sided copying), the subscale scores were able to be doubled to 
provide a full set of comparable subscale scores as per direct advice received 
from the author (Peter Lovibond, 2012, personal correspondence). 
 
For the CGSQ, cases with more than three (15%) missing responses were 
omitted prior to calculating scores (Brannan & Heflinger, 1997).  The missing 
data for included cases was then imputed with the mean value for the 
subscale of that case.  
 
Data sets for the PSOC scale were removed from analyses if more than 10% 
of responses were omitted (Combs-Orme & Thomas, 1997). The missing data 
for included cases was then imputed with the mean value for the subscale of 
that case.   
 
Where there were four or more items missed on the PRS, the scale was 
rendered invalid. It became obvious that double-sided photocopying of this 
scale proved problematic, with a proportion of respondents not realising the 
scale was double-sided.  Incomplete PRS questionnaires were not included in 
the data analyses.   
 
For the DKQ, as parents were instructed to complete all questions, including 
those they didn’t know the answer to, a missing value was treated as parents 
not knowing the answer.  
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Intention to Treat Analyses for Attrition and Lost to Follow-Up 
  
Although it was hoped that utilising a stringent informed consent process for 
participants and thorough education of service providers around the 
importance and value of research would reduce losses to follow-up, an 
unfortunate reality is that this did not appear to assist with service provider 
research protocol adherence.  Participants who violated treatment protocol 
were excluded from analyses and no intention-to-treat analyses (ITT) were 
used.  As the sample size was small, it was deemed too difficult to generalise 
any ITT outcomes, and for clearer reporting, only matched pre-post data sets 
were examined for both treatment and control groups. 
 
Whilst it might be desirable to treat subjects who had only provided pre-
measures as treatment failures, which in this case would mean assuming no 
change on their pre- to post-scores on the variables, it is important to note 
that there were also both pre- and post-treatment responses that were unable 
to be matched.  This created some unmatched pre-measures that were not 
program drop-outs. Because of the large number of known issues associated 
with the administration of the research component of the program, it was 
decided to restrict analyses to confidently matched pre- and post-treatment 
responses and not risk unfairly or inappropriately labelling all unmatched data 
as treatment failures. 
 
This study used second-generation community-based clinical service 
providers to deliver the treatment (PKD) and undertake dissemination and 
collection of research questionnaires.  It is uncertain what happened to some 
data between parents signing up, starting and completing the program.  The 
discrepancy between received data and completed data sets is high; this 
could be for a number of reasons: attrition was very high (at least 50%); data 
was not meticulously collected by facilitators; parents were not asked to 
complete questionnaires if they joined the group after the first session; 
questionnaires were not returned; parents consented to participating in the 
research then changed their minds; or parents completed pre-test measures 
but did not start the program.   
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Analyses 
 
The initial research design incorporated a multivariate comparison across four 
time points.  However, due to challenges in acquiring matched data sets 
across the time points, and limited paired data sets within the internet control 
group comparison, alternative analyses were sought.   
 
Following completion of data collection, statistical consultations were 
undertaken with Dr Peter Baker, Senior Lecturer/Statistician, Epidemiology 
and Biostatistics, School of Population Health, The University of Queensland, 
to determine the most appropriate statistical analyses with the current data 
and guidance in undertaking non-linear predictive analyses.  
 
Analyses were conducted using comparisons between the treatment group 
and the Internet-based control sample.  Univariate analyses of pre-post 
changes for treatment completers were undertaken which showed positive 
changes on some of the outcome measures.  On pre-scores on outcome 
measures and demographic variables, program completers and non-
completers were compared to test for systematic differences between the 
groups.  Paired t-tests were used for continuous variables and non-parametric 
tests were used for categorical variables where appropriate.  
 
All data were analysed using the ‘R’ open source software environment for 
statistical computing and graphics (R Core Team, 2010).  Analysis of 
Covariance (ANCOVA) refers to regression models that combine continuous 
and categorical predictor variables and was applied on each of the scale 
variables by fitting linear regression models as per Faraway (2005).  All data 
was diagnostically plotted to check for error assumptions underlying linear 
regression. For each scale, first, a linear model was fitted regressing the post-
treatment scores on the pre-treatment scores and the grouping variable 
(treatment versus control), including the interaction of the predictor variables.  
This is equivalent to fitting lines with separate slopes for each group.  If no 
interaction effect was found, a second linear model examining only main 
effects for the predictor variables was fitted (Crawley, 2005; Faraway, 2005). 
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‘R’ output for testing constancy of variance (residuals vs fitted plot) and 
normality of errors (normal Q-Q plot) demonstrated that linear models were 
appropriate for the data.  As many parents had high DKQ scores and high 
Interest subscale scores on the PSOC, data were transformed for normality 
using Box-Cox transformations (Venables & Ripley, 2002).  These were the 
only data sets transformed.  
 
In addition, for the DKQ analysis only, one outlier was identified. Closer 
examination of this response revealed that the parent had answered very few 
items on the survey and appeared to have not completed the measure.  Thus, 
this data point was removed from this analysis.    
 
Following the above analyses, regression trees were grown with each of the 
scale measures as response variables and with the demographic variables 
combined with pre-scores on each of the measures and treatment group 
membership as covariates, using an approach detailed by Everitt and Hothorn 
(2009).  The trees were pruned to minimise cross-validated prediction errors. 
However most of the pruned regression trees yielded uninformative results, in 
most cases, simply showing that pre-scores on each measure predicted post-
scores in a roughly linear fashion. Therefore only a small number of the 
regression trees that yielded informative results are reported here. 
 
The findings below are set out initially with a comparison on baseline data 
with PKD treatment completers, non-completers and control parents. 
Differences between treatment completers and non-completers on the 
outcome measures are then discussed.  Following this, the findings from each 
of the domains examined are presented to include the treatment group 
changes from pre- to post-treatment together with the results from ANCOVAs 
(treatment versus control).  The domains examined are as follows: drug 
knowledge; caregiver strain; mood states of depression, anxiety and stress; 
parenting competence and parenting practices.  The contribution of additional 
demographic variables on outcome measures for treatment parents is then 
discussed, followed by outcomes from the facilitator checklists assessing 
treatment protocol adherence.   
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RESULTS 
 
The pathway of PKD and control group parents through the study can be seen 
in Figure 3 below.  
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Figure 3:  Pathway of PKD and Control Parents through the study 
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Final Sample Description 
 
Parents, Kids and Drugs Parents and their Children 
 
Of the parents who initiated into treatment, consented to participate in the 
research and completed the program, 82 (69%) were mothers and 30 (25%) 
were fathers.  Seven parents failed to identify their gender.  In the summary of 
parent and child demographics in Table 11 below, these seven parents are 
identified as ‘unspecified’ in the gender category.   
 
The age range of parents completing the PKD program was between 32 years 
and 67 years, with mean age of 48.3 years.  Thirteen parents did not provide 
their age.  Of the parents identifying their marital status, 11% were divorced, 
71% were married, 10% were separated, 2.5% were single and one parent 
(1%) was widowed.  Five parents (4%) failed to identify a marital status. 
 
In terms of the highest level of education obtained, one parent had achieved a 
primary education only, 41% of parents had achieved a secondary education, 
nearly 18% had obtained a TAFE qualification, nearly 28% had obtained a 
tertiary education and nearly 8% had a Trade qualification.  Two parents 
(1.7%) responded with ‘other’ and four parents (3.4%) did not specify an 
education level.  
 
Nearly 70% of parents were employed or self-employed, 15% were engaged 
in home duties, four (3.4%) were students, four (3.4%) were unemployed, two 
(1.7%) were on a disability pension and one parent (0.8%) was an aged 
pensioner.  Three parents (2.5%) responded with ‘other’ in this category, and 
four parents (3.4%) did not specify their employment status. 
 
Fifty-one parents attended the program with their partner and 70% of parents 
informed their child they were attending the treatment intervention.  For the 
majority of parents, this was their first initiation into seeking treatment for their 
child’s substance misuse, with 70% reporting they had not previously seen a 
counsellor about their current situation.  
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The age range for their child of concern was 14 years to 30 years (four 
parents failed to specify an age), with a mean age of 18.9 years.  Nearly 66% 
were concerned about their sons, and 20% concerned about their daughters, 
with 14% of parents failing to specify the gender of the child they were 
concerned about. 
 
The vast majority of children they were concerned about were single (86.5%). 
One child was married, one separated and four (3.4%) were living in a defacto 
arrangement.  Ten parents failed to specify their child’s marital status. 
 
With regards to the highest level of education their child had achieved or was 
enrolled, 70% had achieved or were in secondary education, 10% had 
achieved or were working towards a TAFE qualification, 8% had achieved or 
were working towards a tertiary qualification and 7.5% were in the process of 
achieving or had achieved a Trade qualification.  One child had achieved a 
primary education only, and five parents (4.2%) did not specify highest 
education level achieved for their child. 
 
In terms of employment, 33% of children were employed or self-employed, 
32% were students and 24% were unemployed.  Three children (2.5%) were 
not attending school, four (3.4%) were on a disability pension and 6% of 
parents did not specify their child’s employment status. 
 
As far as these parents were aware, 51% did not believe their child had come 
into contact with the law over their drug use. Thirty-two percent believed their 
child had had drug-related trouble with the law, 11% of parents were unsure 
and 6% did not provide a response.  
 
The majority of parents (88%) stated their child was not attending a 
methadone program.  Only one parent believed their child had been attending 
a methadone program, one parent was unsure, and 10% of parents did not 
provide a response to this question.   
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With regards to injecting drug use, just under 18% of parents believed their 
child was engaging in injecting drug use, 62% did not think their child was 
injecting their drugs, and nearly 13% of parents they were unsure.  Nearly 8% 
did not provide a response to this question.   
 
Control Group Parents and their Children 
 
Twenty-three parents started the online survey and four provided their email 
address only then disengaged without providing further information.  Nineteen 
parents continued with the survey, with nine completing the demographic 
questions, and both baseline and follow-up questionnaires. Of the parents 
completing both sets of questionnaires, eight were mothers, and one was a 
father.   
 
As set out in Table 11, the nine parents completing both sets of the internet 
control questionnaires had a mean age of 49.6 years, with an age range of 42 
years to 60 years.  Two parents did not provide their age.  With regards to 
marital status, three parents were married or living in a defacto arrangement, 
two were divorced, three were separated and one parent was widowed.  All 
respondents were employed, with four being tertiary educated, two having a 
secondary education and two having a TAFE qualification.   
 
The age range for their child of concern was 15 years to 25 years, with a 
mean age of 19.6 years.  Five parents were concerned about their sons, and 
four concerned about daughters. Two children were living in a defacto 
arrangement, and seven were single.  Most children (7) had a secondary 
education, with one child having achieved a primary education and one child 
having achieved or was in the process of achieving a tertiary qualification. 
 
With regards to employment, only two of the children were employed, with 
three being on a disability pension, one being a student and two being 
unemployed.  One child had an employment status categorised as ‘other’, but 
remaining unspecified. 
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As far as these parents were aware, five believed their child had had drug-
related trouble with the law and no parents believed their child had been 
attending a methadone program. The majority of parents (8) believed their 
child was engaging in injecting drug use, although one parent stated they 
were unsure if their child was injecting drugs.   
 
Group comparisons 
 
Table 11 provides parent and child demographic information for treatment 
intervention completing, non-completing and control group parents.  The table 
also provides matched baseline and post-test/follow-up data for treatment 
completing and control group parents.  Within this table, the number of 
responses and equivalent percentages are provided.  Caution is noted in 
using the percentage equivalents with the control group data as the sample 
size was very small and consequently, the percentage responses provide a 
skewed interpretation.  The information regarding child demographics was 
provided by parents according to the knowledge they had about their child’s 
situation.  There was no collateral information sought from these children.   
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Table 11:  Demographics for PKD, Control and PKD Non-Completer Parents and their Children including Group 
Comparisons: PKD Completers and Control Parents; PKD Completers and Non-Completers 
 
 
 
  
 
PKD  
Completers 
n=119 
 
Control 
n=9 
 
PKD  
Non-Completers 
n=48 
Group 
Comparisons 
PKD Completers 
and Control 
Group 
Comparisons 
PKD Completers 
and  
Non-Completers 
Parents    
Age  Mean (years) 
SD (years) 
Range (years) 
Unspecified 
48.3 
6.04 
32-67 
n=13 
49.6 
6.38 
42-60 
n=2 
44.2 
6.79 
26-64 
5 
t-test 
t = -0.48 
p = 0.64 
t-test 
t = 3.16 
p = 0.002** 
  PKD Completers 
(n=119; %) 
Control  
(n=9; %) 
 PKD  
Non-Completers 
(n=48; %) 
  
Gender Female 
Male 
Unspecified 
82 (68.9%) 
30 (25.2%) 
7 (5.9%) 
8 (89%) 
1 (11%) 
0 
35 (73%) 
9 (19%) 
4 (8%) 
 Fisher exact 
p = 0.5 
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Marital Status Defacto 
Divorced 
Married 
Separated 
Single  
Widowed 
Unspecified 
0 (0%) 
13 (10.9%) 
85 (71.4%) 
12 (10.1%) 
3 (2.5%) 
1 (0.8%) 
5 (4.2%) 
1 (11%) 
2 (22%) 
2 (22%) 
3 (33%) 
0 
1 (11%) 
0 
2 (4%) 
9 (19%) 
26 (54%) 
1 (2%) 
5 (10%) 
0 
5 (10%) 
  
Highest 
Education 
Level 
Obtained 
Primary 
Secondary 
TAFE 
Tertiary 
Trade 
Other 
Unspecified 
1 (0.8)% 
49 (41.2%) 
21 (17.6%) 
33 (27.7%) 
9 (7.6%) 
2 (1.7%) 
4 (3.4%) 
0 
2 (22%) 
2 (22%) 
4 (44.4%) 
0 
0 
1 (11%) 
1 (2%) 
19 (40%) 
8 (17%) 
13 (27%) 
1 (2%) 
1 (2%) 
5 (10%) 
  
Employment 
status 
Aged Pensioner 
Disability Pension 
Self-employed 
Employed 
Home Duties 
Student 
Unemployed 
Other 
Unspecified 
1 (0.8%) 
2 (1.7%) 
13 (10.9%) 
70 (58.8%) 
18 (15.1%) 
4 (3.4%) 
4 (3.4%) 
3 (2.5%) 
4 (3.4%) 
0 
0 
0 
9 (100%) 
0 
0 
0 
0 
0 
2 (4%) 
1 (2%) 
0 
27 (56%) 
10 (21%) 
1 (2%) 
2 (4%) 
1 (2%) 
4 (8%) 
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Children    
Age  Mean (years) 
SD 
Range (years) 
Unspecified 
18.9 
3.36 
14-30 
4 
19.6 
2.9 
15-25 
0 
17.2 
2.67 
12-23 
5 
t-test 
t = -0.61 
p = 0.555 
t-test 
t = 3.35 
p = 0.001** 
Gender  Female 
Male 
Unspecified 
24 (20.2%) 
78 (65.5%) 
17 (14.3%) 
4 (44.4%) 
5 (55.5%) 
9 (19%) 
28 (58%) 
11 (23%) 
 Fisher exact test 
p = 1 
Marital Status Defacto 
Divorced 
Married 
Separated 
Single  
Unspecified  
4 (3.4%) 
0 
1 (0.8%) 
1 (0.8%) 
103 (86.5%) 
10 (8.4%) 
2 (22.2%) 
0 
0 
0 
7 (77.7%) 
0 
0 
0 
0 
0 
37 (77%) 
11 (23%) 
  
Highest 
Education 
Level 
(achieved or 
currently 
enrolled) 
Primary 
Secondary 
TAFE 
Tertiary 
Trade 
Unspecified 
1 (0.8%) 
82 (68.9%) 
12 (10.1%) 
10 (8.4%) 
9 (7.5%) 
5 (4.2%) 
1 (11.1) 
7 (77.7%) 
0 
1 (11.1%) 
0 
0 
0 
37 (77%) 
3 (6%) 
0 
2 (4%) 
6 (13%) 
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Employment 
Status 
Child not at school 
Disability Pension 
Employed 
Self-Employed 
Student 
Unemployed 
Unspecified 
Other 
3 (2.5%) 
4 (3.4%) 
36 (30.3%) 
3 (2.5%) 
38 (31.9%) 
28 (23.6%) 
7 (5.9%) 
0 
0 
3 (33.3%) 
2 (22.2%) 
0 
1 (11.1%) 
2 (22.2%) 
0 
1 (11.1%) 
4 (8%) 
0 
11 (23%) 
0 
9 (19%) 
15 (31%) 
9 (19%) 
0 
  
Drug-related 
trouble with 
the Law 
Yes 
No  
Unsure 
Unspecified 
38 (31.9%) 
61 (51.3%) 
13 (10.9%) 
7 (5.9%) 
5 (55.5%) 
4 (44.4%) 
0 
0 
18 (38%) 
15 (31%) 
7 (15%) 
8 (17%) 
 Fisher exact test 
p = 0.11 
Attending the 
Methadone 
Program 
Yes 
No  
Unsure 
Unspecified 
1 (0.8%) 
105 (88.2%) 
1 (0.8%) 
12 (10.1%) 
0 
9 (100%) 
0 
0 
0 
40 (83%) 
0 
8 (17%) 
  
Injecting 
drugs 
Yes 
No  
Unsure 
Unspecified 
21 (17.6%) 
74 (62.2%) 
15 (12.6%) 
9 (7.6%) 
0 
8 (88.8%) 
1 (11.1%) 
0 
4 (8%) 
26 (54%) 
9 (19%) 
9 (19%) 
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Comparison of Treatment and Control Group Parents 
 
Given the disparity between the numbers of participants in both the control 
and the intervention groups, analyses to determine group differences were 
very limited.  Chi-square  analyses were considered, however they were 
not possible as in every case there were one or more cells with counts less 
than five therefore not meeting criteria for undertaking chi-square as per the 
guidelines outlined in ‘Non-parametric Statistics for Health Care Research’ 
(p.160, Pett, 1997).  
 
Standard student t-tests were used with the continuous variable of age only. 
Using t-tests, there were no significant differences in distribution of parent and 
child age in the treatment group compared to the control group.  
 
Visual inspection of the counts in Table 11 highlighted participants in both the 
treatment and control groups were more likely to be female (mothers) 
concerned about male children.  Most participants in both groups were 
employed and had at least a secondary education, with half the control group 
identifying as tertiary educated.  Both groups of parents generally had 
unmarried children with secondary education who they believed were not 
injecting drugs and were not attending a methadone program.  Given age and 
substance use demographics (i.e. intravenous drug use, trouble with the law, 
using methadone) provided by parents, this information would be consistent 
with national trends.  Further, having more females than males represented in 
both groups would also be consistent with other parenting program research. 
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Table 12:  Drugs of Concern for Children as noted by PKD and Control Parents 
Drug Gender PKD  
(n=119) 
PKD 
% within 
gender 
grouping 
PKD 
% of overall 
sample 
Control  
(n=9) 
Control 
% within gender 
grouping 
Control 
% of overall 
sample 
Tobacco Female 
Male 
16  
56 
66.6 
71.8 
15.7 
54.9 
4 
5 
100 
100 
44.4 
55.5 
Cannabis Female 
Male 
19 
66 
79.2 
84.6 
18.6 
64.7 
4 
5 
100 
100 
44.4 
55.5 
Alcohol Female  
Male 
17 
57 
70.8 
73.1 
16.7 
55.9 
4 
4 
100 
80 
44.4 
44.4 
Amphetamines Female 
Male 
13 
21 
54.2 
26.9 
12.7 
20.6 
1 
1 
25 
20 
11.1 
11.1 
Ecstasy Female 
Male 
2 
15 
8.3 
19.2 
2.0 
14.7 
1 
1 
25 
20 
11.1 
11.1 
Volatile Substances Female 
Male 
0 
4 
0 
5.1 
0 
3.9 
0 
1 
0 
20 
0 
11.1 
Cocaine Female 
Male 
1 
3 
4.2 
3.8 
1.0 
2.9 
0 
1 
0 
20 
0 
11.1 
Hallucinogens Female 
Male 
0 
4 
0 
5.1 
0 
3.9 
0 
1 
0 
20 
0 
11.1 
Opiates Female 
Male 
2 
4 
8.3 
5.1 
2.0 
3.9 
0 
1 
0 
20 
0 
11.1 
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Other Tanquillisers Female 
Male 
2 
4 
8.3 
5.1 
1.9 
3.9 
0 
0 
0 
0 
0 
0 
Benzodiazepines Female 
Male 
2 
2 
8.3 
2.6 
2.0 
2.0 
1 
1 
25 
20 
11.1 
11.1 
Other Female 
Male 
3 
3 
12.5 
3.8 
2.9 
2.9 
0 
1 
0 
20 
0 
11.1 
 
The column % of gender grouping identifies the percent of parents concerned about that substance according to their child’s 
gender. 
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Treatment and Control Parents: Drugs of Concern by Children 
 
Table 12 above outlines the substances parents were concerned their 
children were using from both the treatment and control groups.  Within the 
treatment group, parents were concerned about 24 daughters and 78 sons, 
however 17 children were unspecified for gender.  
 
For parents in the treatment group and for those who provided a gender for 
their child of concern, nearly 71% were concerned about their child’s tobacco 
use (66.6% of daughters and 71.8% of sons); 83% were concerned about 
their child’s cannabis use (18.6% of daughters and 64.7% of sons); 73% were 
concerned about alcohol use (16.7% of daughters and 55.9% of sons); 33% 
were concerned about amphetamine use (12.7% of daughters and 20.6% of 
sons); 17% concerned about ecstasy use (2% of daughters and 14.7% of 
sons); 4% concerned about volatile substance use (no daughters, 3.9% of 
sons); 4% concerned about cocaine use (1% of daughters and 2.9% of sons); 
4% concerned about hallucinogen use (no daughters and 3.9% of sons); 6% 
concerned about opiate use (2% of daughters and 3.9% of sons); 6% were 
concerned about other tranquillisers (1.9% of daughters and 3.9% of sons); 
4% were concerned about benzodiazepine use (2% of daughters and 2% of 
sons) and 6% were concerned about other substance use (2.9% of daughters 
and 2.9% of sons). 
 
Given the small number in the control group, the following section refers 
mainly to the number of parents responding to each drug category rather than 
percentages.  In the control group, parents were concerned about four 
daughters and five sons.  All parents in the control group were concerned 
about their child’s use of tobacco and cannabis (four daughters and five sons 
for both drug categories); eight parents were concerned about alcohol use 
(four daughters and four sons); two parents were concerned about 
amphetamine use by their child (one daughter and one son); this was the 
same for ecstasy use (one daughter and one son); one parent was concerned 
about volatile substance use (one son).  This was the same for the use of 
cocaine, hallucinogens, opiates and the ‘other’ category, with each category 
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referring to substance use by a son.  No parents in the control group identified 
a concern with other tranquilliser usage, although two parents were 
concerned about benzodiazepine use (one daughter and one son).  
 
For the treatment completing parents, they were concerned 71 males (91% of 
males) and 22 females (92% of all females) were using any illicit substance as 
defined as cannabis, ecstasy, opiates, amphetamines, cocaine and 
hallucinogens.  If cannabis (the most commonly available and accessed illicit 
substance by Australian adolescents) was removed from this list of illicit 
substances, 30 males (representing 38% of the males in the group) and 14 
females (representing 58% of the females in the group) were identified by 
their parents as using other illicit substances (as defined as ecstasy, opiates, 
amphetamines, cocaine, hallucinogens). 
 
With the ‘other’ drugs category i.e. not fitting previously identified drug use 
choices, six parents responded.  Only two parents from the treatment group 
provided specific information to this category i.e. one parent identified 
concerns around antidepressant use by a secondary educated, employed, 
single female of 18 years of age, and the other parent, concerned about 
polydrug abuse by a 24 year old, single female student. 
 
The control group was too small to undertake any observation of significance 
on child’s drug use, however the trends appeared to be similar to the 
treatment group in that the most highly cited drugs of concern were tobacco, 
cannabis, alcohol and amphetamines.  Figures reduced substantially for other 
substances for both PKD and Control groups. 
 
Treatment and Control Parents: Previous Treatment engagement 
 
With regards to treatment seeking by parents in both treatment and control 
groups (Table 13), for most parents in the intervention group, this was their 
first initiation into treatment for their child’s substance misuse.  This is in 
contrast to the control group who were more familiar with counselling and had 
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sought assistance previously.  The only person in the control who had not 
seen a counsellor previously about their child’s substance misuse was female.  
 
 
Table 13: PKD and Control Parents: Previous Counselling and Program 
attendance Information 
 Yes/No PKD Control 
Have you previously seen a 
counsellor about this situation? 
Yes 
No 
Unspecified 
30 (25.2%) 
83 (69.7%) 
6 (5%) 
8 (88.8%) 
1 (11.1%) 
Is your partner attending the 
program with you? 
Yes 
No 
Unspecified 
51 (42.9%) 
56 (47.1%) 
12 (10.1%) 
N/A 
Does your child know you are 
attending this program? 
Yes 
No 
Unspecified 
70 (58.8%) 
38 (31.9%) 
11 (9.2%) 
N/A 
 
Almost 70% of parents attending the PKD program had not previously sought 
counselling support to address their current situation with their child (Table 
13).  
 
Table 14 below distributes previous counselling attendance according to 
gender for the treatment group.  Using the Fisher exact test with PKD parents 
who had previously sought counselling around their child’s substance use, no 
association between gender and previous counselling attendance was found 
i.e. p = 0.81. 
 
Table 14:  PKD Parents who had Previously sought Counselling Support 
for their Child's Substance misuse by Parent Gender 
  Female Male N/A 
Have you previously seen a 
counsellor about this situation? 
Yes 
No 
N/A 
22 
57 
3 
7 
23 
0 
1 
3 
3 
 
Table 15 demonstrates the majority of parents in the control group had 
previously sought counselling support to address their current situation with 
their child.  Although there are obvious limitations in interpreting this statistic 
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given only 9 parent responses, of the parents previously seeking counselling 
(n= 8), the vast majority (7) were mothers.  
   
Table 15:  Control Parents who have Previously sought Counselling 
Support for their Child's substance misuse by Parent Gender 
  Female Male 
Have you previously seen a 
counsellor about this situation? 
Yes 
No 
7 
1 
1 
0 
 
The majority of parents attending PKD (n=69) had also advised the child they 
were concerned about that they were attending a treatment program (Table 
16).  The Fisher Exact Test indicated no association between gender and 
whether the parents’ child knew they were attending the treatment group i.e. p 
= 0.18. 
 
Table 16:  PKD Parents who informed their Child of Attending PKD, 
including Parent Gender specifier 
  Female Male N/A 
Does your child know you are 
attending this program? 
Yes 
No 
N/A 
46 
28 
8 
23 
7 
0 
1 
3 
3 
 
 
Comparison of Treatment Completers with Treatment Non-Completers 
 
The following section relates to analyses for participants who commenced the 
treatment intervention, but failed to complete the entire program.  From the 
returned paperwork, it is unclear at what stage these parents dropped from 
the groups, nor reasons for their attrition. 
 
Forty-eight parents completed pre-treatment measures but failed to provide 
post-treatment questionnaires.  Although the author cannot be certain about 
the reasons these participants did not complete post-program measures, they 
will be considered treatment non-completers as there was no program 
completion data.  Although the author cannot be entirely confident these 
people did in fact initiate into treatment, analyses were conducted to further 
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examine the data to determine if there were any differences between these 
parents and those who completed the pre- and post-measures.   
 
There was a statistically significant difference in parent and child age between 
the groups.  In the Non-completer group, the parents tended to be younger, 
and on a whole, the children they were concerned about also tended to be 
younger than the treatment group.  This may suggest younger families who 
had children who were earlier into their drug use, and consequently, these 
families had not had longer term exposure to drug use and its associated 
consequences at the time they had enrolled in the group.  These families may 
have been just entering into their substance misuse journey with their 
children. 
 
Using the Fisher exact test, there was no significant difference between the 
treatment completing parents and the non-completers for parent or child 
gender. 
 
 
Table 17:  Comparison of PKD-completing Parents and Non-completers 
 Yes/No PKD Non-completers 
Have you previously seen a 
counsellor about this 
situation? 
Yes 
No 
Unspecified 
30 (25.2%) 
83 (69.7%) 
6 (5%) 
8 (17%) 
34 (71%) 
6 (13%) 
Is your partner attending the 
program with you? 
Yes 
No 
Unspecified 
51 (42.9%) 
56 (47.1%) 
12 (10.1%) 
11 (23%) 
31 (65%) 
6 (13%) 
Does your child know you are 
attending this program? 
Yes 
No 
Unspecified 
70 (58.8%) 
38 (31.9%) 
11 (9.2%) 
23 (48%) 
19 (40%) 
6 (13%) 
 
Comparisons were also undertaken between program completers and non-
completers on previous counselling attendance, whether parents were 
attending the program together with their partner or if they had informed their 
child they were attending PKD as shown in Table 17 above.  Because of the 
number of comparison tests undertaken in this section of analyses, a more 
stringent significance level of 0.005 was required for each comparison as per 
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Bonferroni adjustment (Pallant, 2001).  Therefore, using this significance level 
and the Fisher exact test, no significant difference was found between the 
treatment and non-completer group with previous counselling, whether they 
were attending the program with their partner or if their child knew they were 
attending. 
 
Treatment and Non-Completer Parents: Drugs of Concern by Children 
 
Of the treatment non-completing parents and the drugs they were concerned 
their children were using (Table 18), visual inspection indicated very similar 
trends of child substance use as identified within the treatment group.  In 
order of the most prevalently cited drugs of concern, the treatment group 
noted cannabis, alcohol and tobacco, with amphetamines identified as the 
fourth most commonly cited drug, although this was noted by much fewer 
parents.  Within the treatment non-completing group, the four most cited 
drugs of concern in order were tobacco, cannabis, alcohol, and to a much 
lesser degree, amphetamines. 
 
Most parents (81%) were concerned about tobacco use (100% of daughters 
and 75% of sons); 78% were concerned about their child’s cannabis use (67% 
of daughters and 82% of sons); 70% of parents were concerned about alcohol 
use (67% of daughters and 71% of sons); 19% of parents were concerned 
about amphetamine use (11% of daughters and 21% of sons); 8% of parents 
were concerned about ecstasy use (11% of daughters and 7% of sons) and 
11% of parents were concerned about volatile substance use (11% of 
daughters and 11% of sons).  No parents in the non-completing group 
identified concerns regarding their children using cocaine, hallucinogens or 
benzodiazepines.  Of the remaining drug categories, 3% of parents were 
concerned about opiate use (4% of sons), 3% were concerned about the use 
of other tranquillisers (4% of sons) and 5% of parents were concerned about 
other substance use (7% of sons). 
 
Within the ‘other’ drugs category i.e. not fitting previously identified drug use 
choices, the responses from non-completing parents included a parent’s 
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concern about non-prescribed use of ADHD medication by a 14 year old male 
child not attending school, with the second response being associated with a 
20 year old single employed male using an un-named substance.   
 
Table 18: Drugs of Concern by children as noted by Non-Completer 
Parents 
 
Drugs of Concern 
 
Child 
Gender 
 
Non-
Completer 
(n=48) 
 
% within 
gender 
grouping 
 
% of overall 
sample of 
Non-
Completers 
Tobacco Female 
Male 
9 
21 
100 
75 
24 
57 
Cannabis Female 
Male 
6 
23 
67 
82 
16 
62 
Alcohol Female  
Male 
6 
20 
67 
71 
16 
54 
Amphetamines Female 
Male 
1 
6 
11 
21 
3 
16 
Ecstasy Female 
Male 
1 
2 
11 
7 
3 
5 
Volatile Substances Female 
Male 
1 
3 
11 
11 
3 
8 
Cocaine Female 
Male 
0 
0 
0 
0 
0 
0 
Hallucinogens Female 
Male 
0 
0 
0 
0 
0 
0 
Opiates Female 
Male 
0 
1 
0 
4 
0 
3 
Other Tanquillisers Female 
Male 
0 
1 
0 
4 
0 
3 
Benzodiazepines Female 
Male 
0 
0 
0 
0 
0 
0 
Other Female 
Male 
0 
2 
0 
7 
0 
5 
The column % of gender grouping identifies the percent of parents concerned 
about that substance according to their child’s gender. 
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Table 19: Comparison of Parent and Children’s ages in PKD, Control and 
Non-Completer Groups 
 
Treatment 
Group 
mean (sd) 
Control 
Group 
mean (sd) 
Non-
completers 
mean (sd) 
Comparison 
t-test results (t, p) 
effect size (Cohen's d) 
Parent age 48.3 (6.04) 49.6 (6.38)  
t = -0.49 
p = 0.64 
Cohen's d = 0.198 
Parent age 48.3 (6.04)  44.2 (7.12) 
t = 3.1568 
  p = 0.002348 
Cohen's d = 0.599 
(medium) 
Child age 18.9 (3.36) 19.5 (2.9)  
  t = -0.6114  
p = 0.555 
Cohen's d = 0.187 
Child age 18.9 (3.36)  17.14 (2.69) 
t = 3.3458 
p = 0.0011 
Cohen's d = 0.54 (medium) 
 
As shown in Tables 11 and 19, there was a difference in parent and child age 
for the non-completer group, parents and their children of concern tended to 
be slightly younger compared to the parents who remained in the intervention. 
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Table 20: Comparison between Treatment Completing and Non-
Completing Parents on Baseline Outcome Measures 
 
Treatment 
Group – pre 
mean (sd) 
Non-completers  
– pre 
mean (sd) 
Comparison 
 
Treatment 
Pre  
vs  
Non-completers 
t-test 
p value 
Cohen's d 
DKQ 15.14 (2.8) 15.29 (2.26) 
t = -.373 
p = 0.71 
Cohen's d = 0.06 
Caregiver Strain 
Questionnaire 
Global 
64.61 (17.91) 71.11 (17.8) 
t = -2.02 
  p = 0.0469 
Cohen's d = 0.363 
Caregiver Strain 
Questionnaire 
Objective 
31.3 (9.91) 35.7 (10.03) 
t = -2.44 
     p = 0.01677 
Cohen's d = 0.443 
Caregiver Strain 
Questionnaire 
Subjective-
Internalising 
21.49 (5.65) 22.75 (5.75) 
t =- -1.22 
 p = 0.2244 
Cohen's d = 0.223 
Strain 
Questionnaire 
Subjective-
Externalising  
11.83 (4.42) 12.66 (4.26) 
t = -1.06 
p = 0.29 
Cohen's d = 0.189 
DASS 
Depression 9.86 (8.55) 13.68 (9.47) 
t = -2.2916 
 p = 0.02471 
Cohen's d = 0.43 
DASS 
Anxiety 8.29 (8.09) 12.5 (8.87) 
t = -2.6882 
             p-value = 
0.008815 
Cohen's d = 0.5 
DASS 
Stress 10.28 (8.15) 13.48 (9.34) 
t = -1.963 
    p-value = 0.05343 
Cohen's d = 0.375 
Parent 
Response Scale 
Laxness 
38.58 (10.62) 36.64 (10.41) 
t = 0.9908 
           p-value = 0.3247 
Cohen's d = 0.183 
Parent 
Response Scale 
Verbosity 
29.88 (4.43) 30.19 (4.46) 
t = -0.3743 
         p-value = 0.7092 
Cohen's d = 0.07 
Parent 
Response Scale 
Over-reactivity 
33.15 (10.62) 36.9 (10.49) 
t = -1.9132 
           p-value = 0.05928 
Cohen's d = 0.355 
Parent 
Response Scale 
Global 
109.43 (19.11) 111.95 (19.35) 
t = -0.7076  
        p-value = 0.4812 
Cohen's d = 0.13 
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Parental Sense 
of Competence  
Satisfaction 
18.78 (5.77) 17.61 (5.95) 
t = 1.1055 
        p-value = 0.272 
Cohen's d = 0.2 
Parental Sense 
of Competence  
Efficacy 
15.82 (4.04) 16.2 (4.87) 
t = -0.4521  
p-value = 0.6525 
Cohen's d = 0.09 
Parental Sense 
of Competence  
Interest 
15.04 (2.26) 14.93 (2.37) 
t = 0.2559 
          p-value = 0.7986 
Cohen's d = 0.05 
Parental Sense 
of Competence  
Global 
60.24 (10.27) 59.07 (9.89) 
t = 0.6541 
          p-value = 0.5147 
Cohen's d = 0.12 
 
 
There were remarkably few significant differences between PKD completers 
and non-completers on all outcome measures as shown in Table 20.  Again, 
using a Bonferroni correction, the only outcome measure approaching 
significance was the Anxiety measure on the Depression, Anxiety and Stress 
Scale (DASS42) where the non-completer group tended to have a higher level 
of anxiety at baseline.  This indicated a difference between PKD non-
completing parents starting the program with a slightly higher level of anxiety, 
measured as ‘moderate’, with PKD completing parents having a ‘mild’ level of 
anxiety at the start of the program.  This represented a single category 
difference, and suggested the PKD completing parents were slightly less 
anxious than the non-completers, however this would not be significant under 
a strict interpretation of the Bonferroni correction which would require a p 
value of 0.003. 
 
Caregiver Strain Questionnaire 
 
There was no normative data available for the CGSQ, however, the original 
authors had developed clinical ranges on each subscale according to the 
adapted short-form CGSQ (CGSQ-SF) by producing mean scores for each 
subscale (Bickman et al., 2010).  To achieve this, scores for each subscale 
were divided by the number of items for that particular subscale.  Therefore, 
this formula was used for the current study i.e. objective strain (11 items), 
externalised subjective strain (4 items) and internalised subjective strain (6 
items).  Although this process has only been used with the short-form CGSQ 
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and there could be some differences, it provided an indication of relevant 
clinical ranges of caregiver strain to compare groups with.   
 
The table below identifies the baseline means for the treatment parents and 
non-completers, together with the post-treatment means.  Although analyses 
demonstrated the difference between treatment and non-completers was not 
significant, visual inspection indicates the non-completers had higher mean 
scores across all subscales at baseline.   
 
Table 21: Caregiver Strain Questionnaire Subscale Means for PKD 
Completing and Non-Completing Parents 
 Treatment  
Pre-test Mean 
Treatment  
Post-test Mean 
Non-
Completers 
Mean 
Global caregiver strain 3.1 2.7 3.4 
Objective strain  2.8 2.5 3.2 
Subjective 
internalising 
3.6 3.1 3.8 
Subjective 
externalising 
3.0 2.5 3.2 
 
Bickman and colleagues report clinical ranges for caregiver strain in the 
Manual of Peabody Treatment Progress Battery (Bickman et al., 2010).  
Based on their psychometric sample, they report a total score greater than 3.3 
is considered high, indicating the caregiver’s perception of caregiver strain is 
high.  Conversely, if the total is less than 1.9, this was considered low, which 
indicated the caregiver was reporting low levels of strain.  Scores between 
these ranges indicate medium levels of caregiver strain.  For objective strain, 
a score over 3.0 was considered high; less than 1.5 considered low, and 
scores in between were considered to demonstrate medium levels of strain.  
For the subjective internalised strain scale, scores over 4.0 were considered 
high, scores below 2.0 were considered low, and scores in between these 
ranges were considered of medium level.  The short-form CGSQ excluded the 
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subjective externalised subscale, therefore no ranges were available for this 
subscale on the CGSQ.   
 
Using these ranges as an indicator of levels of strain, the non-completer 
parents were within the high domain of overall caregiver strain (mean=3.4); 
high objective strain (mean=3.2); and medium subjective internalised strain 
(mean=3.8) at baseline as shown in Table 27.  The treatment group sat within 
the medium range across each of the subscales i.e. overall caregiver strain 
(mean=3.1); objective strain (mean=2.8) and subjective internalised strain 
(mean=3.6). The non-completer group were generally experiencing higher 
levels of strain than those parents who remained engaged in PKD. 
 
 
Pre to Post-Treatment Changes for PKD Parents and comparisons with 
Control Parents across all Outcomes Measures  
 
Descriptive changes for pre-post treatment completers were analysed using 
paired sample t-tests.  As outlined in Table 22, a number of significant 
changes were noticed within the treatment group over the course of their 
involvement in the treatment program.  These changes are discussed in the 
following section related to each outcome measure.  Visual inspection of the 
raw scores indicate improvements across all measures for treatment group 
participants in the desired direction, although many of these were not 
significant.  
 
In addition, comparisons between the treatment completing parents and the 
control parents are also discussed in this section under each outcome 
measure.  
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Table 22: PKD Program Completers Pre to Post changes on Outcome 
measures 
 
Treatment 
Group – Pre 
mean (sd) 
Treatment 
Group - Post 
mean (sd) 
Comparison 
Treatment Pre-Post 
paired t-test 
df 
p value 
Cohen's d 
Drug 
Knowledge 
Quiz 
15.14 (2.8) 17.43 (2.27) 
t = 10.0334 
df = 112 
p-value < 2.2e-16 
Cohen's d = 0.94 
Caregiver 
Strain 
Questionnaire 
Global 
64.61 (17.91) 56.08 (16.36) 
t = -4.16 
df = 91 
p-value = 7.2e-05 
Cohen's d = 0.43 
Caregiver 
Strain 
Questionnaire 
Objective 
31.3 (9.91) 27.63 (9.28) 
t = -2.9876 
df = 91 
p-value = 0.003613 
Cohen's d = 0.31 
Caregiver 
Strain 
Questionnaire 
Subjective-
Internalising 
21.49 (5.65) 18.56 (5.55) 
t = -4.5296 
df = 91 
 p-value = 1.788e-05 
Cohen's d = 0.47 
Strain 
Questionnaire 
Subjective-
Externalising  
11.83 (4.42) 9.88 (3.52) 
t = -4.4731 
df = 91 
p-value = 2.222e-05 
Cohen's d = 0.47 
Depression, 
Anxiety and 
Stress Scale 
(DASS) 
Depression 
9.86 (8.55) 8.51 (7.8) 
t = -2.1253 
df = 88 
p-value = 0.03637 
Cohen's d = 0.23 
DASS 
Anxiety 8.29 (8.09) 7.28 (6.8) 
t = -1.6475 
df = 88 
p-value = 0.103 
Cohen's d = 0.17 
DASS 
Stress 10.28 (8.15) 8.78 (7.28) 
t = -2.4466 
df = 88 
p-value = 0.01641 
Cohen's d = 0.26 
Parent 
Response 
Scale 
Laxness 
38.58 (10.62) 34.72 (11.54) 
t = -4.4579 
df = 81 
p-value = 2.634e-05 
Cohen's d = 0.49 
Parent 
Response 
Scale 
Verbosity 
29.88 (4.43) 27.69 (4.83) 
t = -5.3234 
df = 81 
p-value = 8.892e-07 
Cohen's d = 0.59 
Parent 
Response 
Scale 
Over-reactivity 
33.15 (10.62) 30.38 (9.25) 
t = -2.5233 
df = 81 
p-value = 0.01358 
Cohen's d = 0.28 
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Parent 
Response 
Scale 
Global 
109.43 (19.11) 111.95 (19.35) 
t = -5.4681 
df = 81 
p-value = 4.917e-07 
Cohen's d = 0.6 
Parental Sense 
of Competence  
Satisfaction 
18.78 (5.77) 20.92 (6.06) 
t = 3.2185 
df = 83 
p-value = 0.001839 
Cohen's d = 0.35 
Parental Sense 
of Competence  
Efficacy 
15.82 (4.04) 16.87 (3.93) 
t = 2.2521 
df = 83 
p-value = 0.02696 
Cohen's d = 0.25 
Parental Sense 
of Competence  
Interest 
15.04 (2.26) 15.07 (2.23) 
t = -0.3912 
df = 83 
p-value = 0.6967 
Cohen's d = 0.04 
Parental Sense 
of Competence  
Global 
60.24 (10.27) 64.02 (10.65) 
t = 3.3889 
 df = 83 
p-value = 0.001076 
Cohen's d = 0.37 
 
 
Drug Knowledge Quiz 
 
There was an improvement in alcohol and drug knowledge for treatment 
intervention participants.  
 
As shown in Table 22, PKD parents demonstrated significant improvements in 
their alcohol and drug-related knowledge by at least two questions, on 
average, performing better post group involvement.  Table 23 compares 
performance of the group (treatment versus control), demonstrating higher 
outcome scores for the treatment group compared with the control parents. 
 
Although these pre-post treatment changes represented a significant 
difference and large effect size, it was a shift of around two out of 20 
questions, and may or may not be a meaningful change in parents’ level of 
knowledge.  Although this is a positive result, it’s possible the True and False 
format of the questionnaire may have had biases towards correct answers 
and/or the questionnaire may have included easy to answer questions.  That 
said, this did not appear to effect the pre-scores as much as the post-scores. 
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According to behaviour change theories, access to sufficient information to 
assist informed decision making and attitude change can be viewed as part of 
the process that mediates behaviour change.  Improved knowledge may help 
parents to better understand the impact of alcohol and drug use on their child 
and their child’s behaviour, and may assist parents to problem-solve parenting 
strategies based on this information.  
 
A positive relationship between the pre- and post-treatment scores was found 
for drug knowledge, suggesting that if parents entered PKD with a high level 
of knowledge, they usually completed the program with a higher level of 
knowledge.   
 
Table 23:  Treatment vs Control parents: Drug Knowledge Quiz ANCOVA 
Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept –65302 23495 –2.779 0.00635 ** 
Pre-treatment DKQ Score 8522 1202 7.087 <0.0001 *** 
PKD Group 37073 12188 3.042 0.00291 ** 
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 32760 on 117 degrees of freedom (DF).  Multiple R2: 0.3136, 
Adjusted R2: 0.3019.  F-statistic: 26.73 on 2 and 117 DF, p < 0.0001. 
 
As the DKQ data was not normally distributed, a Box-Cox transformation 
(Venables and Ripley, 2002) was undertaken.  In undertaking the Box-Cox 
transformation, a lambda of four was chosen for the transformation as 
illustrated in Figure 4. 
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Figure 4:  Drug Knowledge Quiz - Box Cox Transformation Plot 
 
As the interaction term in the model proved insignificant, a main effects model 
was examined. The treatment group, compared with the control group, 
demonstrated higher mean post-treatment scores across the entire range of 
pre-treatment scores as can be seen by visual inspection of the regression 
plot (Figure 5).   
 
 
Figure 5:  Drug Knowledge Quiz - Regression Plot 
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Changes in caregiver strain were found in the treatment group, indicating 
improvement in parents’ experiences of stress and strain following their 
involvement in PKD.  Parents completing PKD reported a reduction in 
caregiver strain with small to medium effect sizes.   
 
In this study, the CGSQ was applied to assess the extent of additional 
demands, responsibilities and difficulties placed onto parents as a result of 
living with a substance-abusing child according to the perspective of the 
parent.  Scale scores for caregiver strain were derived by adding all items for 
each subscale (objective, subjective internalising and subjective 
externalising), and adding all items for a global score of dysfunction.  Sub-
scale scores as well as a global score were treated as variables in the 
treatment protocol.  
 
Global Subscale 
 
As shown in Table 22, PKD parents demonstrated significant improvements in 
their overall caregiver strain as indicated by lower post-group scores. An 
interaction effect was found on global CGSQ scores (Table 24), which 
indicated superiority of treatment over control, primarily for those who entered 
treatment with higher levels of global strain.  A reduction of global strain 
indicated an overall reduction of stress and strain experienced by treatment 
completing parents. 
 
The effects plot in Figure 6 highlights the different slopes of the lines 
indicating a different relationship between the pre- and post-scores for each of 
the treatment versus control groups.  This outcome indicates the treatment 
was particularly helpful for parents who had high levels of caregiver strain. 
 
It can be seen that for the control group, predicted post-treatment caregiver 
strain scores were very similar to pre-scores, indicating little change. On the 
other hand, the slope for the treatment group is flatter, indicating that, as pre-
treatment scores increased, the predicted post-scores for the treatment group 
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increased more slowly.  Further, higher pre-treatment levels of strain were 
associated with reduced post-treatment levels of strain. 
 
It can be seen that for lower pre-treatment scores, the predicted post-score for 
the treatment group was higher than the control group.  However, for high pre-
treatment scores, predicted scores for the treatment group were lower than 
those for control group, indicating the treatment had more of an effect for 
parents entering with higher levels of caregiver strain. 
 
Table 24:  Treatment vs Control parents: Caregiver Strain Questionnaire 
Scores - Global ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept –8.9738 22.9322 –0.391 0.696419  
Pre-treatment CGSQ – 
Global 
1.0610 0.2945 3.603 0.000499 *** 
PKD Group 38.9606 23.5971 1.651 0.101958  
Pre-treatment CGSQ – 
Global x PKD group  
–0.6514 0.3061 –2.128 0.035874 * 
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 14.53 on 97 DF.  Multiple R2: 0.3237, Adjusted R2: 0.3027.  F-
statistic: 15.47 on 3 and 97 DF, p < 0.0001. 
 
 
Figure 6:  Caregiver Strain Questionnaire - Global Effects Plot 
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Objective Strain Subscale 
 
There was a significant change from pre-post treatment scores on the 
subscale associated with objective strain (Table 22).  This indicated treatment 
parents’ perceptions of the outwardly observable negative observations and 
events resultant from their child’s substance misuse, capturing aspects such 
as financial strain, disrupted interpersonal and family relations and lost work 
time had decreased. 
 
There was a significant decrease in objective strain for the treatment group 
when compared with the control parents (Table 25), which was in the desired 
direction.   
 
There was a larger difference in post-treatment scores noticeable in the 
treatment group at higher levels of observed pre-treatment objective strain.  
This is consistent with an interpretation that treatment resulted in lower post-
treatment scores for caregiver objective strain, at least for those parents who 
had a higher level of baseline caregiver objective strain as they entered the 
treatment as shown in Figure 7.  
 
Table 25:  Treatment vs Control parents: Caregiver Strain Questionnaire 
- Objective subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept –2.7882 10.7208 –0.260 0.7945359  
Pre-treatment CGSQ – 
Objective 
1.0234 0.2693 3.801 0.000252 *** 
PKD Group 18.4631 11.0870 1.665 0.099082  
Pre-treatment CGSQ – 
Objective x PKD group  
–0.6335 0.2829 –2.239 0.027412 * 
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 8.362 on 97 DF.  Multiple R2: 0.3107, Adjusted R2: 0.2894.  F-
statistic: 14.58 on 3 and 97 DF, p < 0.0001. 
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Figure 7: Caregiver Strain Questionnaire - Objective - Effects Plot 
 
Subjective Internalised and Subjective Externalised Strain Subscales 
 
The CGSQ subscale associated with subjective internalised strain assessed 
parental perceptions of their own negative feelings of guilt, worry and fatigue.  
Conversely, the subjective externalised strain subscale assessed parental 
perceptions of outwardly-directed feelings of embarrassment, resentment and 
anger about their child’s substance abuse.  
 
There were significant improvements in both subjective internalised and 
subjective externalised caregiver strain pre to post for parents in the program.  
 
There was no difference found on subjective internalising between the 
treatment group and control parents, suggesting treatment was not primarily 
responsible for the effect on parents’ feelings of guilt, worry or fatigue (Table 
26). 
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Table 26: Treatment vs Control parents: Caregiver Strain - Subjective 
Internalising subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 10.565 2.633 4.01 0.00012 *** 
Pre-treatment CGSQ – 
Subjective Internalising 
0.502 0.085 5.91 5.1e08 *** 
Group Treatment -2.665 1.706 -1.56 0.12142  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 4.82 on 98 DF.  Multiple R2: 0.275, Adjusted R2: 0.297.  F-statistic: 
20.7 on 2 and 98 DF, p < 0.0001. 
 
The subscale of subjective externalising was approaching significance for the 
treatment group at 0.084, with this being in the hoped-for direction of 
decreasing levels of subjective externalising strain.  According to the scale, 
this indicated treatment parents would be feeling less embarrassment, anger 
and resentment about their child’s situation (Table 27).  
 
Table 27:  Treatment vs Control parents: Caregiver Strain - Subjective 
Externalising subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 6.9260 1.3922 4.97 2.8e-06 *** 
Pre-treatment CGSQ – 
Subjective Externalising 
0.4124 0.0708 5.82 7.4e-08 *** 
Group Treatment –1.9031 1.0906 –1.74 0.084  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 3.11 on 98 DF.  Multiple R2: 0.284, Adjusted R2: 0.297.  F-statistic: 
0.27 on 2 and 98 DF, p < 0.0001. 
 
Although as demonstrated by paired t-tests there was a significant change in 
caregiver strain for the treatment group, using the previously discussed 
clinical ranges (Table 22), the treatment group remained within the medium 
range of caregiver strain. 
 
Depression, Anxiety and Stress Scale 
 
The DASS42 assessed parents’ self-reported mood states of depression, 
anxiety and stress.  As per manual instructions, parents were asked to rate 
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their mood responses according to the week they had just had, and DASS42 
scores assigned into severity categories.  Unlike a number of other 
psychometrics used in this study, the DASS42 does not provide an overall 
mood state score, but rather provides a number of clinical categories related 
to that mood state i.e. normal, mild, moderate, severe, extremely severe.  
Therefore, only individual subscales were analysed. 
 
Program completers did not show significant changes on any of the DASS 
scales.  However, it is worth noting that the depression and stress scales 
were within the normal range at program commencement, and initial levels of 
anxiety were just within the mild range – this being one category removed 
from normal.   Following program completion, average anxiety levels dropped 
to be within the normal to mild range. 
 
Depression Subscale 
 
The DASS42 depression subscale captures symptoms consistent with 
depression including dysphoria, inertia, hopelessness, anhedonia and 
reduced interest. No significant treatment effects were found on the mood 
state of depression.   
 
Table 28: Treatment and Control parents: Depression, Anxiety and 
Stress Scale - Depression subscale Severity Categories 
DASS Severity Category PKD Group Control Group 
 Pre Post Pre Post 
Normal 65.2% 66.3% 33.3% 50.0% 
Mild 8.7% 12.0% 0 12.5% 
Moderate 19.6% 16.3% 33.3% 25.0% 
Severe 6.5% 5.4% 33.3% 12.5% 
Extremely Severe 0 0 0 0 
 
Most mean pre-scores for the depression subscale were low, with the majority 
of parents sitting within the non-clinical range of ‘normal’ (Table 28).  Changes 
within this range were found, however these were not deemed clinically 
significant due to the inability for a person’s mood to be any more or less 
‘normal’.  Mid-
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therefore it is unknown if there were changes in mood states whilst parents 
were participating in the five-week intervention period.  
 
Consistent with the data described above, the ANCOVA failed to show a 
significant effect for group membership on the relationship between pre- and 
post-treatment levels of depression (Table 29).  Further, for all three 
subscales of depression, anxiety and stress, the pattern was very similar. 
 
Table 29:  Treatment vs Control parents: Depression, Anxiety and Stress 
Scale – Depression subscale ANCOVA Results  
 Estimate Std. error t Value Pr(>|t|) p 
Intercept 5.5936 2.2452 2.49 0.014 * 
Pre-treatment DASS42 – 
Depression 
0.5865 0.0752 7.80 8e-12 *** 
Group Treatment -3.2038 2.0999 -1.53 0.130  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 5.91 on 95 DF.  Multiple R2: 0.423, Adjusted R2: 0.41.  F-statistic: 
24.8 on 2 and 95 DF, p < 0.0001. 
 
Anxiety Subscale 
 
No significant treatment effects were found on the mood state of anxiety.  The 
DASS42 anxiety subscale captured symptoms consistent with anxiety, 
including physical arousal, physical sensations, cognitive appraisal and 
situational antagonists.  As is evident in Table 30, the majority of parents 
within both the treatment and control groups fell within the non-clinical range 
of anxiety, presenting with ‘normal’ levels of anxiety at program 
commencement.  At post-treatment evaluation, the majority of treatment 
parents continued to be within the ‘normal’ range.  The majority of control 
group parents were also within the ‘normal’ range at followup.   
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Table 30:  Treatment and Control parents: Depression, Anxiety and 
Stress Scale - Anxiety subscale Severity Categories  
DASS Severity Category 
PKD Group Control Group 
Pre Post Pre Post 
Normal 59.2% 66.0% 33.3% 44.4% 
Mild 9.2% 6.4% 22.2% 0% 
Moderate 12.2% 9.6% 0 22.2% 
Severe 7.1% 10.6% 11.1% 11.1% 
Extremely Severe 12.2% 7.4% 33.3% 22.2% 
 
Analysis of covariance failed to find any significant changes on the anxiety 
subscale of the DASS as shown in Table 31. 
 
Table 31:  Treatment vs Control parents: Depression, Anxiety and Stress 
Scale – Anxiety subscale ANCOVA Results 
 Estimate Std. error t Value Pr(>|t|) p 
Intercept 4.2695 1.8814 2.27 0.026 * 
Pre-treatment DASS42 – 
Anxiety 
0.5980 0.0673 8.88 4.1e-14 *** 
Group Treatment –2.1371 1.7928 –1.19 0.236  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 5.04 on 95 DF.  Multiple R2: 0.478, Adjusted R2: 0.467.  F-statistic: 
43.4 on 2 and 95 DF, p < 0.0001. 
 
Stress Subscale 
 
Paired t-tests (Table 22) found there were no significant treatment effects pre 
to post treatment on the mood state of stress.  The DASS42 stress subscale 
measured symptoms consistent with stress, including difficulty relaxing, 
nervousness, agitation, irritability and impatience. Table 32 shows that by far, 
the majority of parents within both the treatment and control groups fell within 
the non-clinical range, with ‘normal’ levels of stress at baseline.  Following 
involvement in PKD, the majority of treatment continued to be within the 
‘normal’ range, as were the majority of control group parents at follow-up.   
  
 | P a g e  184 
Table 32:  Treatment and Control parents: Depression, Anxiety and 
Stress Scale - Stress subscale Severity Categories  
DASS Severity Category 
PKD Group Control Group 
Pre Post Pre Post 
Normal 74.5% 79.8% 66.7% 66.7% 
Mild 6.1% 9.6% 0 11.1% 
Moderate 15.3% 8.5% 33.3% 22.2% 
Severe 3.1% 2.1% 0 0 
Extremely Severe 1.0% 0 0 0 
 
Analysis of covariance also failed to find any significant changes on the stress 
subscale of the DASS as shown in Table 32. 
 
Table 33:  Treatment vs Control parents: Depression, Anxiety and Stress 
Scale - Stress subscale ANCOVA Results  
 Estimate Std. error t Value Pr(>|t|) p 
Intercept 5.4436 2.1407 2.54 0.013 * 
Pre-treatment DASS42 – 
Stress 
0.5281 0.0737 7.17 1.6e-10 *** 
Group Treatment –2.5076 1.9950 –1.26 0.212  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 5.64 on 95 DF.  Multiple R2: 0.374, Adjusted R2: 0.361.  F-statistic: 
28.4 on 2 and 95 DF, p < 0.0001. 
 
Parental Sense of Competence  
 
Parenting competence encompassed perceived efficacy as a parent, 
reflecting problem-solving, competence and capability in the parenting role, 
and the satisfaction derived from parenting, reflecting parental frustration, 
anxiety and motivation.  A global measure of parenting sense of competence 
is considered a general measure of parenting self-esteem. 
 
Parental sense of competence improved following group participation even 
though this effect was considered small.  It was driven by an improvement in 
the satisfaction subscale and even though a small improvement can be seen 
on the efficacy subscale, this was not significant.  While simple paired-sample 
t-tests showed significant improvements in the PSOC Satisfaction subscale 
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from pre to post for the treatment group, but not the PSOC Interest subscale 
(Table 22), ANCOVA’s showed a different pattern, with significant main 
effects for group (treatment versus control) for the PSOC Interest subscale 
but not for the PSOC Satisfaction subscale. 
 
Global Subscale 
 
Overall parenting self-esteem for PKD parents as measured by the Global 
score on the PSOC scale significantly improved pre to post treatment as seen 
in Table 22.   
 
The main effect for treatment versus control group membership was found to 
be significant, indicating a trend towards increased parenting self-esteem 
post-treatment involvement as illustrated in Table 34.  For any given pre-
treatment score, the treatment group tended to have slightly higher post-
treatment scores on the global subscale of the PSOC indicating increased 
parenting self-esteem following treatment involvement. 
 
Table 34:  Treatment vs Control parents: Parental Sense of Competence 
- Global score ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 8.2972 5.8506 1.42 0.1596  
Pre-treatment PSOC – Global 0.7262 0.0844 8.61 2.3e-13 *** 
Group Treatment 11.5297 2.8335 4.07 0.0001 *** 
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 8.08 on 90 DF.  Multiple R2: 0.497, Adjusted R2: 0.486.  F-statistic: 
44.4 on 2 and 90 DF, p < 0.0001. 
 
Figure 8 illustrates the main effects of the model.  It can be seen that the 
treatment group generally had higher mean post-treatment global scores on 
the PSOC than the control group. 
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Figure 8:  Parental Sense of Competence - Global Effects Plot 
 
 
Satisfaction Subscale 
 
There was a significant change in PSOC Satisfaction pre to post treatment for 
PKD parents (Table 22), however, there were no significant changes found for 
the treatment versus control parents on Satisfaction as indicated in Table 35. 
 
Table 35:  Treatment vs Control parents: Parental Sense of Competence 
- Satisfaction subscale ANCOVA Results 
 
 Estimate Std. error t Value Pr(>|t|) p 
Intercept 6.9751 2.2487 3.10 0.0026 ** 
Pre-treatment PSOC – 
Satisfaction 
0.6127 0.0946 6.48 4.9e-09 *** 
Group Treatment 2.2701 1.7696 1.28 0.2028  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 4.99 on 90 DF.  Multiple R2: 0.344, Adjusted R2: 0.329.  F-statistic: 
23.6 on 2 and 90 DF, p < 0.0001. 
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Efficacy Subscale 
 
There was a small, but not significant change in parenting Efficacy pre to post 
treatment for PKD parents (Table 22) as measured in the PSOC scale.  As 
evident in Table 36, there was no significant effect of treatment versus control 
for parenting Efficacy.   
 
Table 36:  Treatment vs Control parents: Parental Sense of Competence 
- Efficacy subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 7.6316 2.0209 3.78 0.00029 *** 
Pre-treatment PSOC – 
Efficacy 
0.6137 0.0839 7.31 1e-10 *** 
Group Treatment –0.5660 1.1953 –0.47 0.63699  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 3.25 on 90 DF.  Multiple R2: 0.406, Adjusted R2: 0.393.  F-statistic: 
30.7 on 2 and 90 DF, p < 0.0001. 
 
Interest Subscale 
 
As the response data for the PSOC interest subscale was not normally 
distributed, a Box-Cox transformation (Venables & Ripley, 2002) was 
undertaken, with a lambda of 2 chosen for the transformation (Figure 9). 
 
Figure 9:  Parental Sense of Competence - Interest - Box-Cox 
Transformation Plot 
1.0 1.5 2.0 2.5 3.0 3.5 4.0
-2
6
-2
5
-2
4
-2
3
-2
2
!
lo
g-
Li
ke
lih
oo
d  95%
 | P a g e  188 
While simple paired-sample t-tests showed no significant improvements in the 
PSOC Interest subscale from pre to post for the treatment group (Table 22), 
ANCOVA results demonstrated a difference.  The treatment group compared 
with the control group demonstrated higher post-treatment Interest scores 
across the entire range of pre-treatment interest scores (Table 37).  This 
indicated the parents in the treatment group wanted to be more engaged in 
parenting their children and were open to hearing about parenting strategies 
to help them address their child’s alcohol and drug use and behaviour 
following their involvement in PKD.  The limitations in comparing with a small 
control group are noted, and caution is used in placing too much emphasis on 
this outcome. 
 
Table 37:  Treatment vs Control parents: Parental Sense of Competence 
- Interest subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept –56.409 43.164 –1.307 0.19459  
Pre-treatment PSOC – 
Interest 
14.621 2.687 5.441 4.53e-7 *** 
Group Treatment 67.048 19.969 3.358 0.00115 ** 
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 56.66 on 90 DF.  Multiple R2: 0.333, Adjusted R2: 0.3182.  F-statistic: 
22.46 on 2 and 90 DF, p < 0.0001. 
 
Figure 10 illustrates the main effects of the model.   
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Figure 10:  Parental Sense of Competence - Interest - Effects Plot 
 
 
Parenting Response Scale  
 
The PRS is a measure of dysfunctional parenting discipline styles across 
three subscales of parenting: Laxness, Over-reactivity and Verbosity, and a 
Global dysfunctional parenting score based on the total of all subscales.   
 
Paired t-tests showed an improvement in parental Laxness and Verbosity with 
medium effect sizes for the treatment group.  Average scores on the 
Overactivity subscale also showed an improvement but this was not 
significant (Table 22).  These results showed treatment parents to be more 
involved in their parenting role (i.e. reduced laxness in parenting) and were 
using more effective communication and parent-child connection strategies 
(i.e. reduced verbosity in parenting). Even though there was a group change, 
it was not reflected in the ANCOVA which did not show significant main 
effects for group (treatment versus control) on any of the PRS scales.  
Therefore, it is difficult to determine if changes were a result of their exposure 
to the program.  Again, this inconsistency may be due to the limitations of the 
small control group size.  
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Global Subscale 
 
A global score of parenting styles was calculated by summing the subscales.   
Paired t-tests demonstrated a significant change in pre to post global scores 
for the treatment group as shown in Table 22.  However, ANCOVAs found no 
significant difference in global parenting dysfunction for group (treatment 
versus control), demonstrating no significant change in self-reported use of 
dysfunctional parenting strategies post-treatment between the groups (Table 
38).   
 
Table 38:  Treatment vs Control parents: Parenting Response Scale - 
Global score ANCOVA Results  
 Estimate Std. error t Value Pr(>|t|) p 
Intercept 15.575 9.896 1.57 0.12  
Pre-treatment PRS – Global 0.794 0.084 9.45 5.4e-15 *** 
Group Treatment -2.296 5.533 -0.41 0.68  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 14.8 on 87 DF.  Multiple R2: 0.509, Adjusted R2: 0.498.  F-statistic: 
45.1 on 2 and 87 DF, p < 0.0001. 
 
 Laxness Subscale 
 
On the PRS subscale of Laxness measuring parental use of permissive 
discipline, simple paired t-tests demonstrated there was a significant change 
from pre to post scores for the PKD parents (Table 22).  Again, ANCOVA did 
not demonstrate any significant difference for group (treatment versus control) 
as shown in Table 39.  The majority of parents in the treatment group reported 
using less dysfunctional parenting practices at the outset, there was a shift 
towards increased use of effective strategies post-treatment. 
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Table 39:  Treatment vs Control parents: Parenting Response Scale - 
Laxness subscale- ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 7.260 3.977 1.83 0.071  
Pre-treatment PRS – Laxness 0.736 0.078 9.44 5.7e17 *** 
Group Treatment -1.334 3.004 -0.44 0.658  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 8.08 on 87 DF.  Multiple R2: 0.506, Adjusted R2: 0.495.  F-statistic: 
44.6 on 2 and 87 DF, p < 0.0001. 
 
Over-reactivity Subscale 
 
On the PRS subscale of Over-reactivity measuring parental use of 
authoritarian discipline, and responses of anger, irritability and meanness, 
paired t-tests demonstrated there was no significant change from pre to post 
scores for the PKD treatment parents (Table 22).  Again, ANCOVA did not 
demonstrate any significant difference for group (treatment versus control) as 
shown in Table 40.  The majority of parents in the treatment group reported 
using less authoritarian-style discipline at the outset, and a shift towards 
parenting in a less angry, irritable and mean way was evident, however this 
was not significant. 
 
Table 40:  Treatment vs Control parents: Parenting Response Scale - 
Over-reactivity subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 12.521 3.519 3.56 0.00061 *** 
Pre-treatment PRS – Over-
reactivity 
0.535 0.078 6.86 9.4e-10 *** 
Group Treatment 0.227 2.811 0.08 0.93583  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 7.55 on 87 DF.  Multiple R2: 0.354 Adjusted R2: 0.339.  F-statistic: 
23.8 on 2 and 87 DF, p < 0.0001. 
 
Verbosity Subscale 
 
On the PRS subscale of Verbosity, measuring parental reliance on strategies 
such as lectures or long reprimands, paired t-tests demonstrated there was a 
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significant change from pre to post Verbosity scores for the PKD parents 
(Table 22).  Once again, ANCOVA did not show any significant difference for 
group (treatment versus control) as shown in Table 41.  The majority of 
parents in the treatment group reported reductions in verbosity, with parents 
using less lecturing and remands post group involvement.  
 
Table 41:  Treatment vs Control parents: Parenting Response Scale - 
Verbosity subscale ANCOVA Results  
 Estimate Std. Error t Value Pr(>|t|) p 
Intercept 8.7451 2.9316 2.98 0.0037 ** 
Pre-treatment PRS – 
Verbosity 
0.5722 0.0917 6.24 1.5e-08 *** 
Group Treatment 1.4864 1.5405 0.96 0.3373  
Significance codes: *** p = 0; ** p < 0.001; * p < 0.01; ^ p < 0.05. 
Residual standard error: 4.12 on 87 DF.  Multiple R2: 0.327, Adjusted R2: 0.312.  F-statistic: 
21.2 on 2 and 87 DF, p < 0.0001. 
 
Again, notable differences between simple paired t-test outcomes and those 
from the ANCOVAs evident on this outcome measure most likely highlight the 
limitations of the small size of the control group.  Thus, it is possible that while 
there may be an improvement in a score for the treatment group on an 
outcome measure, it may not be sufficiently different to the pattern of changes 
in the control group to register as significant.  Therefore, it is difficult to report 
with confidence that these changes are due to participation in the PKD 
program.  It may be an effect of repeated exposure to the questionnaires, or 
simple maturation or regression to the mean.  Therefore, caution in 
interpreting outcomes is required. 
 
 
Additional Contribution of Demographic Variables 
 
To investigate further the roles of the demographic variables, they were 
combined with treatment group membership and pre-treatment scores to 
assess their effect on outcomes.  A non-linear predictive process was used to 
further investigate possible predictive relationships between variables. Using 
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regression trees, each variable is partitioned into branches and leaves, i.e., 
components of the tree, to represent what variables are important in making 
predictions from the overall tree.  To begin with, a sequence of questions is 
asked from the starting variable, or the root of the tree, and the branches 
represent the answers. Subsequent questioning leads to further branches or 
leaves.  This identifies the interaction between variables and provides 
predictions from the data.  The order in which the variables are examined 
depends on the answer to the previous question. Cross-validation is used at 
each branch to prune the trees down to leaves or nodes, whereby the testing 
errors have been reduced to the point that pruning no longer improves the 
error margins from the pruned trees. 
 
Only those regression trees that yielded information that added to the current 
study are presented. In all cases, there is a clear relationship between the 
pre- and post-treatment scores on each measure.   
 
 
Figure 11:  Parental Sense of Competence Scale – Interest - Regression 
Tree 
PSOC interest pre-treatment and treatment group membership and demographic variables as 
covariates.  
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The demographic variables were regressed against the PSOC measure of 
interest.  Surprisingly, those parents who had previously sought counselling 
around their child’s substance use and had a pre-treatment PSOC Interest 
score below 14.5, had generally lower post-treatment Interest scores, as 
illustrated in Figure 11.  This is indicative of the initial positive effect of 
treatment seeking.  That is, if this was a parent’s first attempt at treatment 
seeking, they were more likely to respond better to the intervention, possibly 
due to those parents having a greater sense of hopefulness. 
 
Figure 12:  Parental Sense of Competence Scale - Global - Regression 
Tree 
PSOC global pre-treatment and treatment group membership and demographic variables as 
covariates.  
 
The regression tree in Figure 12 indicated that the primary predictor of 
parents’ post-treatment PSOC-Global scores was their pre-treatment PSOC-
Global scores.  The branches of the tree indicate that parents who were 
employed and had higher pre-treatment scores on PSOC - Global (≥61.5), 
had higher levels of parenting self-esteem following completion of PKD.  This 
suggests employment maybe a supportive, or even protective factor of 
parenting self-esteem. This could be due to employment providing a 
Pre_PSOC_Global
1
< 61.5 >= 61.5
Pre_PSOC_Global
2
< 52.5 >= 52.5
Node 3 (n = 18)
30
40
50
60
70
80
ParentEd
4
Primary, Secondary, TAFE Other, Tertiary, Trade
Node 5 (n = 20)
30
40
50
60
70
80
Node 6 (n = 12)
30
40
50
60
70
80
ParentEmp
7
Home Duties, Other, Unemployed Employed, Student
Node 8 (n = 36)
30
40
50
60
70
80
Node 9 (n = 10)
30
40
50
60
70
80
 | P a g e  195 
distraction and alternate environment for parents to function in, possibly 
diluting and distracting parents from focusing solely on their child’s behaviour.   
 
For parents with pre-treatment scores in the mid range (<61.5 and ≥52.5), 
parent education was also found to be a predictor of post-treatment parenting 
self-esteem, suggesting higher levels of education can be protective of 
parenting self-esteem when a child is misusing substances.   
 
Further, for parents entering treatment with higher pre-treatment PSOC-
Global scores (≥61.5) and who identified as being a ‘stay at home’ parent, 
were more likely to have lower levels of post-treatment parenting self-esteem 
compared to parents with high pre-treatment PSOC-Global scores.  Although 
this was not in the desired direction, this may represent ‘stay at home’ parents 
had realigned their parenting practices.  These parents may have changed 
their parenting practices as a result of increased awareness of effective 
strategies (i.e. increased use of boundaries, monitoring of child behaviours, 
rule setting) leading to increased parent-child tensions, and as a result, these 
parents may have had lost some confidence during this embedding period.  
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Figure 13:  Parental Response Scale - Over-reactivity - Regression Tree 
PRS – over-reactivity pre-treatment and treatment group membership and demographic 
variables as covariates. 
 
As illustrated in Figure 13, treatment parents’ pre-treatment scores on the 
Over-reactivity scale of the PRS combined with a child’s age largely predicted 
post-treatment scores.  Child age was a predictor if treatment group parents’ 
pre-treatment scores were ≥ 34 and <44.  Parents with higher pre-treatment 
Over-reactivity scores and mid-range post-treatment Over-reactivity scores 
(≥=34 and <44), who had children over 17.5 years old, tended to report using 
more authoritarian style discipline and greater levels of anger and irritability in 
managing their relationship with their children.  For treatment group parents 
with younger children (≤=17.5 years) and higher pre-treatment Over-reactivity 
scores, these parents were less likely to rely on this style of discipline post 
treatment group involvement. 
 
Whether this is a substance-related outcome or an outcome of the changing 
role of parents during adolescence, it provided some evidence to suggest that 
as children get older and parents believe they are misusing substances, 
parents are likely to demonstrate more anger, meanness and irritability in 
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parenting their children.  It is likely that this reflects higher expectations 
parents have of older children and their behaviour, and parent reactions to the 
frustrations and difficulties of parenting a child misusing substances. 
 
Facilitator Checklists 
 
Self-reports indicated almost all facilitators adhered to the PKD delivery 
protocol and information sequence as outlined in the facilitation manual. 
Ninety-seven (97) program module checklists from 19 agencies were 
returned. One hundred percent (100%) of facilitators reported adherence to 
the intervention protocol and presentation of the information in correct 
sequence (as outlined in the treatment manual).   
 
However, this statistic needs to be interpreted lightly and cautiously, as all 
checklists were self-reported and all facilitators were aware their remuneration 
was based on treatment protocol adherence.  In all reality, the checklists were 
probably most useful as a reminder to facilitators to stay within the defined 
program and return all their paperwork. From thematic analyses of participant 
feedback, it was apparent facilitators introduced program content outside of 
defined parameters but did not record this.  A clear example was participant 
feedback relating to hearing directly from a “drug addict”, which was not within 
the prescribed program content.  
 
In the facilitator feedback, facilitators reported they were most challenged on 
the level of paperwork requiring completion by parents. One facilitator 
reported responding to being challenged by a parent on this aspect, 
“reinforced the necessity to comply with funding requirements and the value of 
research”.  It is evident from facilitator feedback that the research 
requirements were the least favoured aspect of the program, and as a result, 
returned questionnaires were often not checked for completeness, 
compounding the issue of sample size and therefore lack of statistical power 
highlighted in this chapter. 
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Within the limitations of the small sample size of the no intervention 
comparison group, certain cautious conclusions can be drawn.  The main 
findings suggest there were no differences in the main demographic variables 
between the PKD completers and the comparison group, although the PKD 
non-completers were significantly younger than the other two groups, and had 
younger children.  Differences were seen between PKD treatment completers 
and control group parents at followup on the variables of drug knowledge, 
caregiver strain, parenting practices and parenting competence.  No 
differences were found on the mood states of depression, anxiety or stress 
between the groups.  In treatment versus control group comparisons, there 
were significant changes seen in parenting competence and interest, and 
overall and objective caregiver strain.  Facilitator self-reported adherence to 
treatment protocol was very high, although questionable. 
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CHAPTER SIX  
STUDY III: PARENTS, KIDS AND DRUGS:  
WHAT PARENTS HAD TO SAY 
 
“It is abundantly clear from research that clients are the  
real heroes in the drama called therapy.” 
Duncan et al., 2004 (p. 38) 
 
 
INTRODUCTION 
 
This study sought to better understand, and appreciate, individual 
experiences of the treatment process of PKD through consumer feedback.  
The richness of participant feedback on the program provided a voice for 
parents and their unique experiences of engagement, connection and 
validation, and perceived benefit of the program.  The ability to hear directly 
from consumers about the impact PKD has made on them as parents and 
within their lives was a humbling process.  This study reports on the courage 
of these parents, as well as the depths of despair and emotional distress that 
motivated them to attend a group-based parenting program.  These parents 
wanted to know what they could do to help their children.  The same children 
who may have stolen from them, swore at them, hit them, broken into their 
homes, emotionally abused them, violated their rights, gone to jail, brought 
the police knocking at their door, or maybe even prompted the police to 
search their family home looking for drugs or stolen items.  More than likely, 
these parents had “been through the mill”, as one parent so eloquently put it.  
Parents, Kids and Drugs was developed to provide these parents with 
treatment where previously few options existed.  Additionally, a group-based 
program provided the opportunity for parents to engage with other parents in 
similar situations to assist in collective learning, sharing and problem-solving. 
 
The present study builds on the outcomes of Study II by evaluating client 
feedback around the experience of engaging in PKD, exploring the separate 
yet intertwined domains of program fidelity and uptake, and important 
 | P a g e  200 
elements of treatment outcome. This is a particularly important aspect of 
research, as exploring client experience can assist in the translation of 
research into usual care settings. 
 
THERAPEUTIC CHANGE AND CLIENT SATISFACTION 
 
We know much more about what pathogenic changes are produced by 
treatment interventions than about what causes these changes. Further, 
contemporary research within the psychotherapy domain has been more 
interested in finding statistical significance through true experimental designs 
than understanding client-perceived functional change and improvement 
through client perceptions of treatment.  Within a field so preoccupied with 
client outcomes, we rarely check with the client and ask, “How was that for 
you?”  
   
Decades of review and scientific evaluation have sought to identify superiority 
of treatments and establish gold standard, evidence-based practices. In a 
standout, seminal meta-analytic study of evidence-based psychotherapies, 
where two or more bone fide psychotherapeutic treatments were compared 
with each other, Wampold and his colleagues (1997) concluded that bona fide 
psychological treatments were equally effective, demonstrating a lack of 
treatment differences.  Wampold and colleagues (1997) reinstated the dodo 
bird verdict, “everyone has won and all must have prizes”, initially coined by 
Rosenzweig in 1936 when illustrating the equivalence of psychotherapies 
from diverse theoretical bases, and suggested there were common factors 
that accounted for positive treatment outcomes.  Rosenzweig (1936) initially 
introduced the dodo bird verdict in his review of the literature, citing the 
therapeutic mechanisms of action contributing to the client change process, 
rather than purely the hypothesised therapeutic techniques or theoretical 
model the treatment was based upon.  Both Wampold and Rosenzweig 
postulated that therapist qualities and the therapeutic alliance contributed to 
therapy outcomes.  Wampold and colleagues (2001) further suggested extra-
therapeutic factors accounted for 87% of therapy variance. 
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Further advocates for the therapeutic alliance debate, Duncan, Miller and 
Sparks (2007) critically reviewed 50 years of outcome research to determine 
‘what works’ in therapy, stating “…therapy works if clients (youth and parents) 
experience the relationship positively, perceive therapy to be relevant to their 
concerns and goals, and are active participants” (p. 36).  Therefore, taken 
together, from 1936 to 1997 to the present, client subjective evaluations of 
treatment are key indicators of treatment validity and effectiveness.   
 
If client engagement and affinity with the therapeutic process is the best 
indicator of success, as researchers and therapists we need to investigate 
practice-based evidence by examining client perceptions of treatment 
satisfaction, relevance, adherence and symptom reduction. Further, practice-
based assessments rely on treatment uptake by community clinicians and 
agencies, which is itself dependent on perceived social validity of the 
treatment, its intent and purpose. 
 
Social validity measures acceptance and clinical importance of the treatment 
by the recipient; the treatment impact on individual clients is a quantitative 
measure of the client’s qualitative judgement of a treatment’s performance 
and impact (Foster & Mash, 1999).  Therefore, subjective opinion is an 
important consideration in identifying the clinical significance and 
meaningfulness of treatment for individual clients. 
 
In a meta-analysis of 236 randomised trials of youth psychotherapy outcomes 
spanning 40 years, Weisz, Doss and Hawley (2005) identified that less than 
30% of studies measured outcomes outside of symptom reduction or 
recovery, with only 8% including at least one measure of client satisfaction.  
Although symptom change is pivotal to all therapeutic interventions, the 
change process through therapy is multidimensional and not likely to be 
captured by purely focussing on symptom change (Kazdin, 2008). What is 
often missing from evidence-based trials (EBTs) is the measurement of 
problems and problem change as defined by the client, and the individualised 
experiences of the client that relate to the change process.   
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Hoagwood and colleagues (1996) proposed a conceptual model for outcome 
assessment that, in addition to target behaviours, incorporated measures of 
real-world functioning, consumer perspective and systemic impact, to identify 
clinical significance and relevance.  Consumer perspective provided a voice 
for clients in their own treatment. 
 
Subjective client treatment evaluation surveys tend to yield consistently high 
levels of satisfaction (Carr-Hill, 1992).  Within clinical settings, satisfaction 
surveys are used to gather consumer input and opinions about their care and 
treatment response.  These surveys are more often than not delivered by a 
treating clinician or within the treating clinician’s facility, suggesting biases 
associated with social desirability, fear of negative appraisal and concerns 
regarding access to ongoing care. In addition, many satisfaction surveys force 
a dichotomous response, i.e., yes/no, and do not provide a continuous 
measure of satisfaction and areas for improvement. Nguyen and colleagues 
(1983) suggested clients can be dissatisfied with the treatment they receive, 
but simultaneously satisfied with the perceived care, i.e., positive 
interpersonal interactions. Satisfaction is not always associated with symptom 
reduction or recovery; it may be a reflection of relationship alliance and 
receptivity to therapy, the cornerstones of effective therapy. 
 
According to Lebow (1982), the construct of satisfaction measures the degree 
to which a client believed treatment addressed their desires, wants and 
wishes.  Consumer satisfaction provides a viable and dependent measure of 
treatment effectiveness, service delivery and service quality as defined by the 
recipient.  However measuring satisfaction with treatment assumes the client 
is aware of their needs and is insightful with regards to what they need from 
treatment.  
 
In examining the therapeutic alliance in evidence-based cognitive-behavioural 
treatments for children with disruptive behaviour disorders, Kazdin and 
colleagues (2005) predicted, and demonstrated, that greater parent-therapist 
alliance was related to improved treatment outcomes, including improvements 
in parenting skills and parental acceptability of treatment. Therefore, it would 
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seem imperative to measure consumer satisfaction and seek feedback for 
both future treatment development and greater insight into the lived 
experience of the consumer. 
 
Objectives of this Study – Consumer Satisfaction and Feedback 
 
This study sought to better understand the parental perspective and impact of 
participation in the PKD program. This aspect of the study was focused purely 
on parent feedback and their experiences of engaging in PKD. The author 
acknowledges the influence of biased assignment and self-selection, and 
appreciates these as the outcomes of good therapeutic alliance.  
 
Client feedback data was analysed to better understand the client experience.  
Specifically, the author was interested to know: 
1. How satisfied were parents with the treatment they received? 
2. How satisfied were parents with the content and process issues of 
PKD? 
3. What factors or program elements are associated with parental 
satisfaction? 
4. Did parents believe they had made progress in managing their situation 
as a result of attending PKD? 
  
 
METHOD 
 
As part of the Queensland dissemination and evaluation process, parents 
participating in PKD were asked to complete a number of anonymous 
feedback and satisfaction questionnaires.   In addition to quantitative 
measures of caregiver strain, mood, and parenting self-esteem and 
practices—as discussed in Study II—the author was keen to seek direct 
consumer feedback.   
 
Following participation in each PKD session, all parents were invited to 
provide direct consumer feedback of their experience using a session-by-
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session feedback form (Appendix 6).  In addition, at completion of the five-
week program, parents were asked to complete a Program Satisfaction 
Questionnaire addressing content and process aspects of the entire PKD 
program (Appendix 7); which was designed for this study.  Furthermore, 
parents were asked to indicate how much progress they felt they had made as 
a direct result of program involvement.    
 
The self-report instrument was approved for research use by The Prince 
Charles Hospital Clinical Governance and Ethics Committee (Ethics Protocol 
No: EC2302).  Apart from participation in a program at no charge, no 
incentives were offered to parents.  All measures were completed 
anonymously, with respondents asked to identify the program location only. 
 
Parent Participants 
 
Of the parents completing PKD, 121 consented to participate in the evaluative 
process.  However, program feedback was received from 178 parents.  As 
feedback was anonymous, participant descriptive data refers to the parents 
who consented to participate in the evaluative process; however, this may or 
may not include all consenting parents, and includes an additional 57 
responses.  Demographic information for the parents engaging in the 
treatment intervention has been discussed in the previous chapter. 
. 
Measures 
 
Session Feedback Forms were completed anonymously by parents 
following completion of each of the five PKD modules.  Parents rated 
presentation style, information content, relevance and usefulness to their 
present situation using a broad 5-point Likert scale of: 
1. Poor 
2. Fair 
3. Good 
4. Very Good 
5. Excellent 
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In addition, parents were asked open-ended questions about aspects of the 
program that were most and least helpful, and given an option to identify 
suggestions for improvement. This information was obtained from answers to 
the following questions: 
 
• How would you rate the facilitator’s presentation style? 
• How would you rate the program content for this module? 
• How would you rate the usefulness of the information from this module 
to your present situation? 
 
Program Satisfaction Survey gauged parental opinion on program content 
areas and applicability of content at an individual level.  This information was 
obtained through parents answering 15 statements requiring a response on a 
5-point Likert scale: 
1. Strongly Disagree 
2. Disagree 
3. Neutral 
4. Agree 
5. Strongly Agree 
 
Example questions included: 
• My expectations of the program were met. 
• I was able to focus on what was a real concern for me. 
• I felt free to express myself throughout the program. 
• I feel confident to put some of the strategies I have learnt into action. 
 
Further, the Program Satisfaction Survey provided parents an open-ended 
narrative to identify aspects of the program they found most or least helpful, 
and to provide any additional comments, both positive and negative, which 
could improve the program (Appendix 8). 
 
 | P a g e  206 
Progress Statement   
 
Parents were asked to rate their perceived level of progress generated from 
their involvement in PKD using a 5-point Likert scale: 
1. In some ways my problem/s seem to have gotten worse 
2. Did not get anywhere 
3. Some progress 
4. Considerable progress 
5. A great deal of progress 
    
Procedure 
 
Facilitators provided Session Feedback Forms to all parents at the end of 
each program module/session.  These were completed and collected prior to 
parents leaving the session.  In addition, at the fifth and final PKD session, 
parents were provided with the Program Satisfaction Survey.  With this 
survey, facilitators were instructed to ask parents to provide their opinions to 
the stated questions covering their experience of the entire PKD program.  
Parents were asked to note the program location and date on the survey but 
no other identifying or demographic data was collected.  Completed measures 
were collected by facilitators, and returned to the researcher.  
 
 
RESULTS 
 
Parents were very generous with their personal feedback.  Five hundred and 
eighty-six (586) individual session feedback forms were returned, and 178 
parents completed the Program Satisfaction Survey and Progress Statement.  
Feedback forms and satisfaction surveys were received from all delivery sites 
at least once.   
 
Session by Session Feedback 
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The mode response to all questions across all sessions was ‘very good’ 
followed by ‘excellent’, with no ‘poor’ or ‘fair’ responses recorded.  Although 
not all feedback forms identified the program module participants were 
referring to, of those who did, the content of Sessions Three (parenting roles, 
crisis management and self-care) and Four (conflict resolution and 
communication strategies) which focused on applying practical strategies 
were the most consistently highly-commended. 
 
Understandably, this style of consumer feedback receives much criticism in 
the literature due to its crudeness in measurement and lack of specificity. In 
the current study, the Session Feedback Form was used to provide group 
process feedback to facilitators to enhance their program delivery skills and 
confidence.  No measurement was undertaken to assess the usefulness of 
this measure in assisting group facilitation skills; however, even with positive 
attributional bias, this may have provided positive encouragement and self-
efficacy enhancement for facilitators who were delivering a program with 
content outside of their area of speciality and practice. Further, parent 
comments would provide specific guidance on areas of adjustment, 
improvement or clinician self-reflection. 
 
The majority of parents cited the content information, communication 
strategies and group interaction as the most helpful. Of the 586 returned 
feedback forms, four parents identified program elements that were not 
helpful, with two responses relating to operational issues, i.e., “room too 
noisy”, “starting too late”, and two relating to facilitator factors, i.e., “going off 
track”, “assuming open communication is achievable”.  Although this aspect of 
the evaluation was not intended to be comprehensively analysed, but rather 
provide facilitators with session-by-session participant feedback, the 
overwhelmingly positive consumer feedback was reassuring and supportive of 
PKD. 
 
There was insufficient reporting of facilitator identifiers in the session feedback 
forms to undertake analyses around facilitator variables or protocol adherence 
process; therefore, the current study is unable to determine the extent to 
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which the treatment was consistently implemented or adherence to program 
structure. 
 
Program Satisfaction 
 
As outlined in Table 42, parents were very satisfied with the quality of the 
service they received, with 94% rating a median score of 5 (strongly agree), 
indicating they strongly agreed with the statement ‘I am satisfied with the 
quality of service I received’.  One parent disagreed with this statement. 
Consequently, this is the only parent of the 178 completing the program 
survey who would not recommend the program to a friend in a similar 
situation.  Two parents reported feeling neutral to the statement. 
 
Eight-six percent of parents agreed or strongly agreed their expectations of 
the program were met, with a median score of 5 (strongly agree). One 
participant strongly disagreed with this statement, citing their objection to the 
inclusiveness of the program information, stating, “I do not class coffee, 
tobacco and alcohol as problem drugs”.   
 
Eight-one percent of respondents indicated PKD had contributed to their 
ability to deal more effectively with their situation, with a median score of 4 
(agree), and 19% responding within the neutral category.  There were no 
responses within the ‘disagree’ or ‘strongly disagree’ categories.  Most 
parents reported they were able to focus on what was a real concern for them, 
with only one respondent indicating they disagreed with this statement. 
 
One hundred and seventy-four respondents felt facilitators listened to their 
concerns, and 99.5% indicated facilitators were not negative or critical 
towards the respondents nor their children, indicating facilitator’s 
demonstrated positive regard and respect for participants and their children as 
they were discussing challenging child behaviours.   
 
The group experience was considered an important factor to the success of 
PKD, both for information transfer and parent uptake. Over 90% of parents 
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reported they could relate to the experiences of each other, and found the 
exchange of parenting experiences helpful, with 95% responding they were 
confident they could put learnt strategies into practice.  A strong therapeutic 
relationship such as this has been demonstrated to be a key mechanism for 
change in psychotherapy (Wampold, 2001; Vocisano, Klein, Arnow, Dunner & 
Gelenger, 2004; Harmon, Hawkins, Lambert, Slade & Whipple, 2005).  In 
addition, most of the participants thought the program added to their parenting 
skill set, helping them deal more effectively with their situation.  
 | P a g e  210 
Table 42:  Program Satisfaction Responses (n=178) 
 
 
 Strongly 
Disagree  
Disagree Neutral Agree Strongly 
Agree 
Median Mean 
I am satisfied with the 
quality of service I 
received 
0 1 
0.5% 
2 
1.0% 
49 
27.5% 
126 
70.8% 
Strongly 
Agree 
4.69 
My expectations of the 
program were met 
1 
0.5% 
0 14 
7.9% 
64 
36.0% 
99 
55.6% 
Strongly 
Agree 
4.45 
I would recommend the 
program to a friend with 
a similar problem 
1 
0.5% 
0 2 
1.0/% 
30 
16.9% 
144 
80.9% 
Strongly 
Agree 
4.78 
I feel I am now able to 
deal more effectively 
with my situation 
0 0 15 
8.4% 
85 
47.8% 
77 
43.3% 
Agree 4.35 
I was able to focus on 
what was a real concern 
for me 
0 2 
1.0% 
22 
12.4% 
83 
46.7% 
69 
38.8% 
Agree 4.24 
The program facilitators 
listened to what I had to 
say 
1 
0.5% 
1 
0.5% 
1 
0.5% 
28 
15.7% 
146 
82.0% 
Strongly 
Agree 
4.79 
The program facilitators 
were not negative or 
critical towards me nor 
my son/daughter 
1 
0.5% 
0 0 13 
7.3% 
164 
92.1% 
Strongly 
Agree 
4.91 
The program facilitators 
seemed to know what 
they were talking about 
0 1 
0.5% 
0 33 
18.5% 
144 
88.9% 
Strongly 
Agree 
4.79 
The facilitators were 
friendly and warm 
towards me 
0 0 0 14 
7.9% 
163 
91.6% 
Strongly 
Agree 
4.92 
I felt free to express 
myself throughout the 
program 
0 0 3 
1.7% 
33 
18.5% 
141 
79.2% 
Strongly 
Agree 
4.78 
I felt I could relate to the 
other parents in the 
group 
2 
1.1% 
1 
0.5% 
10 
5.6% 
60 
33.7% 
105 
59.4% 
Strongly 
Agree 
4.45 
Hearing the stories from 
other parents really 
helped me 
0 3 
1.7% 
7 
3.9% 
62 
34.8% 
106 
59.6% 
Strongly 
Agree 
4.51 
The number of parents 
in the group was just 
right 
2 
1.1% 
7 
3.9% 
21 
11.8% 
61 
34.3% 
87 
48.9% 
Strongly 
Agree 
4.26 
I feel confident to put 
some of the strategies I 
have learnt into action 
0 1 
0.5% 
7 
3.9% 
75 
42.7% 
95 
53.4% 
Strongly 
Agree 
4.48 
The handouts for each 
session were helpful 
0 0 7 
3.9% 
53 
29.8% 
118 
66.3% 
Strongly 
Agree 
4.62 
Note: All items were on a 5-point Likert scale with 1 = strongly disagree to 5 = strongly agree.  
 | P a g e  211 
Self-Reported Progress  
 
Of the 178 respondents completing the program satisfaction survey, 171 
provided a progress summary rating, with a median response of four, 
indicating ‘considerable progress’.  As outlined in Table 43, just over 94% of 
parents believed they had made progress with their situation as a direct result 
of attending PKD.  Of the two parents indicating their situation had 
deteriorated, one of these parents provided a qualifying statement of 
“unrelated factors can influence the outcome of the final evaluation, e.g. 
unrelated issues”.   
 
Table 43:  Parent responses to the question: How much progress do you 
feel you made in dealing with your concerns? 
 
 n=171 % 
In some ways my problem/s seem to 
have gotten worse 
2 1.0 
Did not get anywhere 1 0.6 
Some progress 69 38.8 
Considerable progress 71 39.9 
A great deal of progress 28 15.7 
(Missing responses n=7, 3.9%) 
 
Participant responses to open-ended questions were analysed with a general 
inductive qualitative method as outlined in Thomas (2003; 2006).  It is a 
straightforward approach to qualitative data analysis and the outcomes “may 
be indistinguishable from those derived from a grounded theory approach” 
(Thomas, 2003, p1).  Inductive qualitative analysis provided a convenient and 
efficient process to analyse qualitative data, and its use is emergent across a 
range of research settings including social work, education and medicine (e.g. 
Berg and Smith, 2014; Burke, Jones, Ho and Bekelman, 2014; Wilkins, 2013). 
 
Using this approach, raw data was condensed into a brief summary format, 
allowing clear links between research objectives and summary findings to 
emerge, reflecting frequently reported patterns in the data. Using this 
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approach, all raw data was directly transcribed into a raw data file.  The text 
was then read in detail to gain a general understanding of the themes and 
detail of the data.  Following this, categories were created.  Initially these were 
broad categories based on the research aims, then more specific categories 
emerged from multiple readings of the raw data.  During the review process, 
one segment of the text may be allocated to more than one category.  
Conversely, a large amount of text may not be assigned to any category as it 
may be not be relevant to the research objectives.  Each category was then 
reviewed for subtopics, including new insights and contradictions, allowing 
some categories to be linked or combined. This allowed for selection of 
appropriate quotes to convey core themes. Most researchers using inductive 
studies report between three and eight major categories in their findings 
(Thomas 2006).   
 
All raw data responses from participants were systematically reviewed several 
times by two clinicians, and overlapping and similar responses were coded 
into common thematic categories that emerged during the review process.  
Common summary categories were then defined and as new themes 
emerged, all responses were reread by both clinicians and recategorised.  
This allowed general themes to be regrouped into more defined themes 
according to what was important to participants.  A thematic deduction 
process emerged where similar themes were merged, highlighting 
respondents’ main attitudes towards their experiences of PKD.  
 
A number of repetitive responses emerged around overall program content 
and delivery: (a) program content included the usefulness and applicability of 
the information for use as a general parenting program and also specifically 
for an alcohol and drug concern; (b) program length with suggestions around 
increasing the duration of the program and including a follow-up group 
process; (c) parent’s desire to include direct feedback from a substance 
misuser, presumably for helping parents answer questions about their 
parenting practice, find out more about the drug scene and for reassurance 
around continued hope for change, and (d) importance of having a stable 
group of parents  that could connect and interact with over the course of the 
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group.  Parents were less favourable about parent drop out or new parents 
entering an already established group.  Themes associated with facilitator 
characteristics, the facilitation process and individualising a generalised 
parenting approach also emerged.  Finally, tensions inherent in undertaking 
research in primary care settings were also evidenced in a small number of 
participant narratives. 
 
Overwhelmingly, parents felt that the program content was valuable and 
transferable to parenting in general, and suggested the program should be 
made available broadly as a parenting program, and also as a preventative 
program.  Looking back ‘in hindsight’, many parents could see the importance 
of gaining support and knowledge earlier, as noted by one parent, “I feel I 
should have attended approximately 2 years ago it would have saved me a lot 
of stress and sleepless nights”.  This was a common theme through the 
parent feedback and was reassuring of the program content and process.  It is 
noteworthy that parents reported they were able to stay future-focussed and 
utilise the information from this point forward. This highlighted the program’s 
ability to support hopefulness and empowerment, reflected by one mother’s 
realisation, “I was blaming myself for what happened.  I felt I could move past 
that part of [the] blame”. 
 
A number of dominant themes emerged: facilitator characteristics and 
facilitation process, voyeurism and hope for change, program content and 
length, peer support, parent and parenting focused, and the impact of 
research in a clinical setting.  Table 44 below outlines these themes and 
provides some example parent quotes which are then discussed further. 
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Table 44:  Dominant program themes and corresponding Participant Quotes 
Theme Examples of Participant Quotes 
Facilitator characteristics 
and Facilitation process 
• The program was conducted in a very professional and caring manner.  [Facilitators] showed a 
tremendous amount of empathy for an individual's problem together with genuineness 
• This program has been very good.  The presenters did a great job.  Even though they were 
young I felt they knew what they were talking about 
• I found the program to be most helpful in all aspects. I hope to implement this learning into my 
relationship with my child.  Vicki and Tony worked really well together which made this program 
enjoyable as well. 
Voyeurism and Hope • I would have liked to hear from a drug addict 
• A video about drug addicts would have been good 
• Bring a reformed user to give us [the parents] some hope and insight into what can be 
achieved. 
Program Content • It was pretty much all common sense stuff 
• All parents should have to do this course, even before they have a problem 
• The program is put together very well (it’s) easy to understand and to put into practice. 
• I now have a greater knowledge of drugs and their effects.  This gives me more confidence to 
discuss drug issues with my child. 
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Program Length • We would have liked the groups to go longer – there wasn’t enough time to discuss the issues 
at hand 
• Should have follow-up to check progress.  I now feel we have simply been let out again to fend 
for ourselves. 
• Follow-up program would be beneficial to the group (or as myself as part of that group) in the 
near future to see if I have implemented any strategies and how they may have helped me 
situation. 
Peer Support • The most helpful for me was listening to what other people had experienced and how they 
dealt with it. 
• Being able to share some of the concerns I have.  I tend not to tell anyone about my family 
• Realising other people have similar problems 
• It was good to be able to talk about what was happening not just pretending we’re ok. 
Parent and parenting 
focused 
 
• I was blaming myself for what happened.  I felt I could move past that part of [the] blame 
• Providing strategies for me to use when I feel I can.  Has helped me to have more confidence 
and less blame or guilt 
• I would have liked some guidance about whether or not to say I will call the police.  Is that good 
or not good? (I have trouble knowing if I am doing the "right" thing or not). 
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Research in a Clinical 
Setting 
• I live in a real world not a statistical world.  Statistics don't help when you've been through a 
crisis”, and another reported 
• Other factors can influence the final evaluation, e.g., unrelated issues - referring to a family 
member’s suicide.   
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Facilitator Characteristics and Facilitation Process 
 
As a core component of the PKD training process, facilitators were educated 
about the emotional experiences of parents and the challenges to their 
parenting through substance misuse.  During the training, facilitators were 
given parent scenarios as a means to better understanding the parent 
experience and relate to whilst ‘acting’ as a participant in each training 
session delivery.  The aim of this process was to help facilitators appreciate 
the anxiety, fears, sense of hopelessness and array of emotions parents in 
their group may experience. On the basis of parent feedback it would seem 
that this process succeeded in developing understanding, genuine and non-
judgemental facilitators.  As one participant stated, “The program was 
conducted in a very professional and caring manner.  [Facilitators] showed a 
tremendous amount of empathy for an individual's problem together with 
genuineness”. The author’s recruitment of allied health professionals—who, 
by standard training, would have developed these skills of empathy, respect 
and genuineness—to deliver the PKD program further ensured that facilitators 
were non-judgemental towards both parents and their children, and were 
genuine in their approach. 
 
Interestingly, no written feedback or comments were made about the obvious 
lack of parenting experience some of the facilitators had.   A number of 
service providers conducted programs when they were relatively young 
themselves (under 25 years), and were not parents.  During the training 
process, these facilitators questioned the author on this observation, and 
noted their relative unease at facilitating a parenting program when they were 
“obviously not parents”, but closer in age to the children these parents were 
seeking help for.  This had also been encountered by the author in the 
development and delivery of PESP.  During delivery of PESP, the author was 
able to engage and build rapport with parents through reverse expertise as 
the author was able to provide insights and knowledge, and challenge parents 
from a young adult perspective, i.e. recent and developmental knowledge. 
During program delivery, this was noted by parents as a significant advantage 
and as being helpful in understanding “where my daughter is coming from”. 
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The process nature of the program and the role of the allied health 
professional as a facilitator versus an expert in parenting were pivotal in 
building the relationship between the parents and facilitators.  Facilitators 
were able to direct and guide parent discussions and interactions towards 
solutions rather than provide solutions that may not have seemed relevant.  
This is highlighted by a parent commenting, “this program has been very 
good.  The presenters did a great job.  Even though they were young I felt 
they knew what they were talking about”.   
 
The practical application of strategies and parenting techniques taught in the 
group were also positively received, i.e., “discussions on real-life situations”, 
particularly the ability of a group program to be able to personalise strategies 
through the group function of problem-solving and asking other parents ‘what 
worked and what didn’t work’ when they had tried to do something similar.  
Parents found communication strategies and the opportunity to practice these 
strategies during sessions and receive feedback from other parents and 
professionals hugely helpful, i.e., “I liked the role plays and opportunity to use 
and demonstrate assertiveness tools”. 
 
Many parents reported feeling unsure and anxious about attending the group 
initially, with a number of parents presenting with the expectation that they 
would find ways to “get my son (child) off drugs”.  Following engagement in 
PKD, most parents reported they had practical strategies to help their 
parenting and themselves, recognising parents are people too, i.e., “I feel 
more confident and better equipped to understand the drugs my son takes 
and to respond to his decision that are more objective, helpful to him and 
myself”. 
 
Voyeurism and Hope…..“Give me a real addict” 
 
Many parents wanted to see videos of drug use and drug users during the 
sessions, and also wanted to meet ‘an addict’.  Parents wanted the 
opportunity to ask specific questions and hear an ‘addict’s’ view, which a 
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number of parents felt would be invaluable.  Parent responses indicated their 
desire to have a more intimate and personal knowledge of drug use in a 
persons life, which they thought would be helpful, particularly when they were 
having difficulty communicating with their own child.  This may have offered a 
‘real life’ third party who could provide greater insight from the drug user’s 
perspective on parenting practices, responses and suggestions to yield better 
parenting outcomes.  Further, this indicated parents’ intent to learn and 
understand their child’s behaviour better as a means for better intervening.  
Furthermore, parents were looking for hope and a way to progress through 
uncertain times, and the potential for a “reformed user to give us (the parents) 
some hope and insight into what can be achieved”.   
 
The skills, information and strategies taught, discussed and practiced within 
the groups appeared to meet the needs of parents.  Most of the feedback 
indicated the usefulness of the information covered in the groups, including its 
relevance, “common sense” and practical nature.  Feedback on this aspect 
suggested parents felt they could apply the strategies discussed, and they 
also highlighted the helpfulness of sharing additional information and 
parenting techniques with other parents in the groups as a follow-on from the 
information presented by facilitators. A number of parents also indicated they 
felt this information would have been beneficial for them to have received prior 
to their child using substances or earlier into their family’s journey into 
managing their situation. 
 
Parent feedback also provided insight into the workings of some of the 
groups.  Clinician, parent and group characteristics possibly influenced the 
way in which some sessions were delivered and how some of the skills were 
taught and practiced. Comments regarding monopolising of group discussion 
by certain attendees, too much focus on specific substances or engagement 
in seemingly irrelevant discussions were noted, however, generally facilitators 
were praised for keeping groups on task. 
 
Depending on group dynamics and the needs of the group as ascertained by 
facilitators, some clinicians determined the needs of the group to be outside of 
 | P a g e  220 
the intervention protocol. Fidelity strategies were incorporated into the 
protocol to mitigate content drift, (as previously discussed) however parent 
feedback indicated there were some instances of protocol deviation with 
differing effect. 
 
It was evident some facilitators introduced new aspects to the program 
content with mixed reactions. One facilitator disclosed his own use of 
substances and apparently repeatedly referred to his own experiences.  A 
number of the parents in that particular group found this confronting, and were 
not receptive to his personal disclosure.  However, one parent commented 
that they found this helpful in having a real perspective on drug use and 
someone to ask specific drug using questions i.e. this approach met parent 
need for content specific information. Another service provider engaged a 
‘real life addict’ in the program, which only one parent provided written 
feedback to suggest was helpful.   
 
Overall, parent feedback on the sequence and information discussed was 
consistent with the program content, and there were only a few occasions 
where feedback indicated facilitators had diverged from the program 
protocols—omitted information, substituted information or activities, or 
introduced a new topic. Again, it is difficult to determine if this was a 
detrimental deviation from the treatment protocol or good use of clinician 
awareness of the group’s needs. 
 
Program Length 
 
Parents wanted the program to be extended and asked for follow-up support 
and scheduling of follow-up “get-togethers to see how we are all going”.  The 
connection of parents to parents was evident, and parents, in general, were 
very receptive to support, guidance and suggestions from other parents.  
Parents reported they liked the peer support and sharing of common 
experiences, with this aspect helping support group cohesion and higher inter-
parent interaction.  A common theme from the feedback was increasing the 
program length, the number of sessions offered, and ongoing support options.  
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Parents felt compassion and connection with each other and other’s stories, 
were keen to see how parents progressed with their children, and wanted 
feedback from each other.  
 
Peer Support 
 
For confidentiality and group psychological security and safety, the program 
protocols suggested that groups be closed after session two, i.e. new 
participants were not admitted into the groups after session two.  Feedback 
suggested that erratic participant group attendance was noticed and 
compromised some participants’ sense of safety and connectedness, i.e., “[I] 
felt it was more secure with them [regulars]. Coming from a small town I was 
worried about confidentiality a bit”.  In addition, parents wanted to have more 
rather than less participants to ensure greater discussion and interaction, with 
one noting “slightly larger group might allow for more insights”.  This theme 
was repeated regularly in that groups were at times too small to enable fluid 
and frank discussion and feedback processes.  Parent and facilitator feedback 
identified the optimal number as six to eight parents, and many groups had 
fewer participants.  
 
Parents regularly noted in their feedback the usefulness of having other 
parents in similar situations to talk with and “bounce ideas around with”.  
Parents generally reported feeling the groups provided a supportive and 
encouraging environment in which to discuss their concerns and seek 
feedback on their parenting and responses to difficult situations.  It was also 
occasionally noted that parents felt they were unable to talk about their 
circumstances with other family or friends, and the groups gave them an 
opportunity to vent and process emotions, seek validation and a level of 
normalisation with other parents experiencing the same array of issues.   
 
Many parents reported on the benefits of being able to share experiences 
related to having a child at different stages of their substance misuse journey.  
Some parents reported this as a positive aspect of learning new skills and 
transfer of knowledge and approaches from other parents.  A general 
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reflection from most responses indicated that by sharing experiences, parent’s 
felt less isolated, and more supported, guided and encouraged.  They 
reported the group format provided an atmosphere for normalising and 
validating their concerns, which parents found helpful and reassuring.  
Parents noted this aspect as particularly helpful in addressing their feelings of 
guilt, shame and failure to be a “good parent”. 
 
Parent and Parenting focused  
 
Parents appreciated and gave most feedback about the information provided, 
specifically the detail in which the drug and alcohol information was provided; 
the content of each session and the program as a whole; and the sequence 
and arrangement of information. Parents reported the information was “very 
helpful”, “necessary”, “important to know” and “useful”.  They reported feeling 
more confident in their ability to apply this information to their own personal 
situation i.e. increased self-efficacy.  This is evidenced with a parent’s 
comment of “I know what I’m dealing with now so I can deal with things 
better”. The focus of PKD on supporting parents in their parenting role was 
acknowledged, with one parent stating “'PKD not 'DKP' (Drugs, Kids and 
Parents), i.e., work on the things you CAN change”.  The resounding theme of 
hopefulness was evident in much of the parent feedback, with parents 
indicating they felt “more confident” in their ability to deal more effectively with 
their situation, were “hopeful things can change”, more realistic with regards 
to addressing substance use and were “less fearful”. 
 
The practical, skill- and strategy-focused approach of PKD, with no causality 
implied implicitly or explicitly, was well received by participants.  This aspect 
of the program contributed to encourage engagement and empowerment of 
parents willing to address a very difficult parenting area.  This is evidence in 
this parent statement, “I feel much more confident and empowered now to 
deal with future problems”.  Parents reported feeling less guilty and more 
competent in implementing discussed strategies following PKD.  This could be 
attributed to both PKD content and the solution-focused style, together with 
the group discussion and reassurance from other parents and facilitators. 
 | P a g e  223 
 
The parents valued the opportunity to practice, discuss and develop skills in 
the sessions.  Although active learning processes i.e. role plays, can be 
challenging and anxiety invoking, many parents commented on the 
opportunity this aspect of the program provided them in being able to practice 
some of the discussed communication and conflict diffusion techniques, and 
receive peer and clinician feedback in a supportive and constructive manner.  
Parents commented on the positives of having “tips to communicate with my 
kids” and build better relationships. 
 
The opportunity to discuss currently challenging situations was also valued by 
parents.  During the group process, parents were encouraged to keep the 
information real and applicable by providing their own real-life examples.  This 
approach guided the information dissemination process to be practical and 
common-sense. 
 
Evening workshops outside of usual business hours were the most popular for 
parents to attend, particularly for working family members.  It was noted that 
after a day at work, it was sometimes difficult to remain focussed and 
energised, however, very few parents reported this as a barrier to attending 
groups or engaging in the group process.  
 
Research in a Clinical Setting 
 
As highlighted in Study Two, the collection of research data within a frontline 
clinical setting was a challenge for the author.  Parents also identified the 
research process as a challenge for them, most notably as an unnecessary, 
unrelated and time-consuming activity.  Although only a small number of 
parents provided written feedback on the research component, some were 
very clear in communicating their dissatisfaction and frustration at having to 
complete questionnaires and “paperwork”.  One parent noted, “I live in a real 
world not a statistical world.  Statistics don't help when you've been through a 
crisis”, and another reported, “Other factors can influence the final evaluation, 
e.g., unrelated issues”, referring to a family member’s suicide.   
 | P a g e  224 
 
The feedback and comments supported the current literature which advocated 
for significant others to have access to support, information and skills-based 
training.  Beneficial effects were explicitly noted by parents through the most 
favourably-rated features of PKD: 
1. Education and Information (n=72) 
“Heaps of information.  Helped to clear my fears” 
2. Practical parenting strategies (n=61) 
“Learning control of oneself in difficult situations and how to handle 
situations without screaming and yelling.  Excellent program” 
3. Peer support and ability to communicate openly and freely (n=61) 
“The feeling of being listened to and the feeling of being able to 
express oneself and not feeling judged”. 
 
These categories were consistent with those highlighted by Orford and 
colleagues, with information, support and parenting skills identified as key 
targets for family members receiving treatment (Orford et. al, 2010). 
 
The most commonly cited response to what was unhelpful was “nothing”.  Of 
the least favourable features of the program, only two emerged with any 
repetition: 
1. Program content (n=9) 
“Dealing with theory and covering common sense aspects.  If it were so 
easy I would not be in this course” 
2. Longer time to share and discuss issues (n=4) 
“Time – should have follow-up to check progress.  I now feel we have 
simply been let out again to fend for ourselves”. 
 
Parents offered a variety of suggestions for improvement.  The most 
commonly-cited suggested changes to PKD were around increasing group 
sizes to include more parents, the addition of follow-up groups and increasing 
the duration of the program to include more sessions over a longer time 
period.  Interestingly, few participants identified barriers to attending the 
program or implementing the discussed strategies. 
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PKD in Usual Care Settings – Facilitator Feedback 
 
Parents, Kids and Drugs was not evaluated or disseminated under rigorously 
controlled research conditions with highly skilled clinicians, restricted 
participant samples or within organisational environments where research is 
routinely supported and resourced.  Rather, PKD was delivered by real world 
clinicians within real world clinical settings under the constraints of their own 
organisational support and resourcing.  As such, the realities of 
implementation into regular frontline clinical practice are reflected in the 
feedback provided by facilitators in their delivery of the program in their own 
clinical settings with real parents.  
 
Facilitators routinely completed session checklists as fidelity measures to 
ensure treatment adherence.  These session checklists also provided a 
record of the facilitators experience of running the groups and invaluable 
feedback on the utility of providing the program within routine clinical practice 
with frontline clinicians.  Facilitators noted a number of challenges to 
implementing the program as it was intended.  The most often cited 
responses were: 
Difficulty covering the prescribed session content in the allocated time. 
• The group really enjoyed the role play and we just didn’t get to the 
other sections.  We’ll have to do that in the next session. 
 
Sessions running overtime due to participant discussion 
• Didn’t feel right to stop the group talking – they all seemed to be 
benefiting from talking it over with each other. 
 
Keeping parents on task during group discussions 
• They kept on wanting to go back and talk about whether letting their 
child go to jail was the right or wrong thing to do. This made for really 
good group interaction and discussion. 
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Balancing program delivery with individual group needs  
• One of the parents in tonight’s group disclosed their son had been 
taken to mental health (facility) last night after threatening them with a 
knife. It seemed important to talk about how to handle this in the group, 
but it side-tracked us quite a bit from tonight’s session. We’ll need to 
talk about how to determine what should be discussed in the group or 
individually.  We decided to talk about it as a group – it seemed really 
helpful to everyone. 
 
Introducing new content  
• I have a really good booklet about AA (Alcoholics Anonymous) that I 
give to parents when I see them individually.  We discussed this in 
tonight’s group.  
 
Poor adherence to research protocols 
• We didn’t have time tonight to hand out the evaluation materials.  The 
group discussion ran overtime and it didn’t seem right to keep them 
back. 
 
In addition to this feedback, some facilitators noted making some significant 
changes to the program delivery without checking with the author.  Although 
this did not appear to occur regularly, a number of services highlighted the 
importance of reducing geographical barriers for weekly program attendance 
within remote areas, as well as difficulties around timetabling and scheduling 
groups around parent needs, organisational constraints around access to 
meeting rooms and resources as noted in the comments below: 
 
Program structure changes 
• It was too hard for parents to come to weekly sessions, so we had a 
lovely weekend away and worked through the program. Everyone said 
they found this the best way to do the program. 
• We had to combine a few sessions because a few of the parents were 
going away for school holidays and didn’t want to miss out. 
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• We had extra time tonight so we started on the next module. 
 
Resourcing and Organisational Support 
• We didn’t hand out the ‘choices we made’ handout because the 
photocopier wasn’t working.  
• We invited a guest speaker from AA in to talk with the group.  This is in 
line with our philosophy. 
• No-one in our team is able to work afterhours. 
 
The changes to the program delivery and content were noted after the fact in 
the fidelity measures, and it is uncertain how frequently this occurred. The 
reasoning behind these inclusions or changes appear to be facilitators 
responding to local needs and use of local knowledge.  Although this 
demonstrates flexibility, adaptability to local needs and clinician skill in 
determining program adjustment, it does highlight barriers to undertaking 
research in real life settings, but also sensitivity to local and individual need, 
hence facilitating individualised applicability of a structured parenting program. 
This continues to be a never ending argument in transporting treatments from 
research to practice, in how do researchers incorporate clinical skill and 
decision-making into standardised program delivery to increase the likelihood 
that parents will have the opportunity to benefit from the intervention.  As 
evidenced in facilitator feedback, no matter how much training, specific 
direction clinicians received, nor the use of a structured, detailed intervention 
manual, some clinicians found the need to adapt the treatment to incorporate 
elements they considered to be more important, relevant, localised or 
essential. 
 
Parents also suggested ways in which the intervention could be improved 
such as increasing the duration and length of the program, providing follow-up 
groups to allow parents to “report back” on how they were going and seek 
additional support and the opportunity to problem-solve around their 
situations, introducing someone who is in recovery from their substance use 
to promote hopefulness.  Parental responses indicated many parents in the 
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groups were able to speak openly, honestly and freely without being judged.  
Parents seemed to connect well and formed bonds around their similar 
situations and experiences, and as such, feedback numerous parents 
requested the opportunity to rekindle and for groups to “regather in a few 
months to see how we’re all going”, demonstrating the value parents found in 
being able to vent, process and support each other. 
 
Interestingly, there was no written feedback to indicate that parents had had 
any difficulties in finding support for themselves.  Although the questionnaire 
did not explicitly ask for this information, parents made ad hoc comments 
about the lack of government support for substance misuse treatment, how 
difficult it had been for them to get their children into treatment and the lack of 
employment opportunities for their children, but they made no comments 
about the lack of services for themselves or whether they had difficulty finding 
support for themselves.  The feedback overwhelming indicated parents were 
focused on finding positive outcomes for their children, and continued to keep 
their needs at the forefront of their mind. 
 
The emergent themes made intuitive sense and were consistent with the 
feedback parents often provided following engagement in the groups.  
Overall, written feedback and self-identified progress was positive and 
supportive of parents engaging in group-based interventions.  Although it is 
possible parents may have made progress with their situations exclusive of 
attending PKD, the mere fact that there was a group treatment available and 
these parents were able to access specialised substance misuse information 
and treatment strategies, and engage with other parents in similar situations 
within their local areas without cost, provided a positive outcome for the vast 
majority of participants. 
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CHAPTER SEVEN  
DISCUSSION AND CONCLUSIONS  
 
“I thought the entire programme was very practical, accurate and 
enlightening.  It's impossible to have too much knowledge on an issue 
like drugs and especially where my children and family are concerned.” 
PKD parent participant 
 
 
The stress experienced by parents of young people using drugs was very 
evident throughout these studies. This makes the lack of evidence at the 
outset of this work on parent support programs all the more surprising. In his  
Stress-Strain-Coping-Support model Orford, together with his colleagues, has 
provided the impetus to actively address the stress and strain of parents 
through a psychoeducational supportive group intervention (Orford et al., 
2010.  Based on the hypothesised stress and problems a child’s substance 
misuse could cause their parents, the present study explored possible 
negative outcomes for parents, and sought to provide a treatment option to 
address their psychological distress and parenting concerns through provision 
of therapeutic emotional, social and parenting support. 
 
The underlying assumptions guiding the development of a parent-only 
intervention were based on reviews of family member experiences within the 
literature, clinical experience, and parent self-reports of notable strain and 
negative impact of being in a family where there is substance misuse.  
 
The present study investigated the effects of delivering PKD through the use 
of multiple third-party, second-generation providers across a demographically 
and geographically diverse sample of parents.  The original efficacy study of 
PESP (Study I) demonstrated positive outcomes for parents engaged in a 
group-based psychoeducational intervention, with noted improvements in 
mood, parenting practices and coping towards increased coping and 
wellbeing.  The statewide implementation of PKD (Study II and III) found 
significant changes across parents’ levels of stress and strain, increased 
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parenting self-esteem and use of effective parenting practices, with no 
significant detrimental effects on mood.  The differences between the parents 
in the efficacy and effectiveness studies are noted, with the treatment parents 
appearing to have higher levels of negative psychological wellbeing, although 
parents from both studies reported positive changes and found the group-
based intervention to be very beneficial in supporting them to address their 
family situation and manage their own wellbeing.  A group-based peer support 
format was a prominent contributor to parent outcomes, and supports the 
premise of providing group-based parent interventions within the adolescent 
substance misuse treatment arena. 
 
Parents, Kids and Drugs—What was Achieved?  
 
This study sought to bring recognition to the needs of concerned parents as a 
treatment entity in their own right, and in the main, this was achieved.  First of 
all, at a broader implementation and infrastructure level, it was an 
achievement to be able to move a program that was initially developed within 
a clinician’s office into the community.  Moreover, the program was 
successfully implemented by third party clinicians across a large and vast 
geographical area.  Program manualisation and training introduced generalist 
clinicians working in Queensland to the concept of working with concerned 
parents, and the statewide dissemination process demonstrated the program 
could be implemented by non-alcohol and drug specialist clinicians.  
Established geographical and service delivery boundaries between 
Queensland government and non-government agencies were overcome.  
Importantly, the mere fact this study occurred demonstrated success in 
enacting systemic, organisational and political change within the state 
government health system of Queensland to recognise the importance of 
working with parents with substance misusing children. 
 
As a therapeutic social support intervention, PKD was very well received by 
parents, and it was found to have positive effects for parents in the treatment 
group.  The prediction that there would be short-term outcomes on measures 
of knowledge, strain, parenting competence and parenting practices were 
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supported to varying degrees.  Predicted outcomes on mood were not 
supported.  Parents participating in PKD demonstrated hoped-for changes 
over the course of their involvement in the program with increased alcohol 
and drug knowledge, reduced caregiver stress and strain, positive changes in 
their parenting practices towards the use of more functional disciplining 
practices and improved parenting self-esteem from pretreatment to post-
treatment.   
 
Although the study was limited in it’s comparison with control group 
counterparts, and was mainly able to focus on pre to post treatment changes, 
there were notable changes for the group (treatment versus control) in global 
levels of alcohol and drug knowledge, parenting strain, parenting competence 
and parenting interest were observed for group participants.   
 
Parent feedback confirmed participation in the groups had been a positive 
experience.   The positive and supportive climate among parents and 
clinicians facilitating the groups appeared to be a strong factor in parent 
satisfaction with PKD.  Additionally, the vast majority of parents found the 
program contributed to their progress in addressing their family situation.   
  
Program Outcomes 
 
Parent Demographics 
 
There were few differences between the parents who completed the 5-week 
program and those who disengaged early from the program.  Non-completing 
parents tended to be slightly younger and have younger children.  These 
parents also had a slightly higher level of anxiety at baseline.  The non-
completer group were also identified as having higher levels of overall 
caregiver strain.  These were the only differences found between the dropouts 
and the parents who remained in the study.   
 
These differences suggest stressed and anxious parents may be harder to 
retain in group-based interventions.  Additionally, as PKD focused on parent 
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change rather than child change, these parents may have been looking for a 
different therapy perspective or possibly a quicker outcome to address their 
levels of stress and anxiety.  
 
In this study, there was no contributing impact on changes for outcome 
measures based on whether parents were attending the program with their 
partner or if their child was aware they were participating in PKD.  Parents 
with low initial levels of parenting interest who had not previously sought 
treatment to address their current concerns tended to be more interested in 
their parenting after attending PKD, suggesting the positive effect of both 
treatment seeking and treatment impact. 
 
Parental employment and higher levels of education were protective factors 
for parenting self-esteem in the current study.  However, this was not the case 
for ‘stay at home’ parents who entered treatment with high parenting self-
esteem.  These parents had a readjustment of parenting self-esteem following 
intervention. 
 
Unlike the hypothesised detrimental impacts on mood having a child misusing 
substances would have on parents, the study found most parents within both 
the treatment and control groups had normal levels of depression, anxiety and 
stress (as measured by the DASS42) at baseline.  
 
Parents within the initial efficacy study (PESP) were generally more 
concerned about socially unacceptable and potentially more serious drug 
taking i.e. injecting, amphetamines, heroin, than those parents attending the 
statewide effectiveness study (PKD), who were most concerned about their 
children using tobacco, alcohol and cannabis. Although this is not surprising 
given the PESP parents engaged in the program with a tertiary treatment 
agency, this would appear to be the greatest difference in the parent 
attendance between the efficacy and effectiveness studies. 
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Alcohol and Drug Knowledge 
 
As was expected, PKD contributed substantially to the alcohol- and drug-
specific knowledge of parents.  Literature within the domains of education and 
health psychology, health promotion and prevention, identifies the strong links 
between knowledge and skills enhancement with behavioural change, and 
supports the importance of educating parents.  Although information is not 
directly related to behavioural change, but rather a component to change, 
parent feedback indicated parent’s felt more empowered to use their newly-
found knowledge, and reported the increased knowledge assisted them to 
make progress with their situation.   
 
Although the assessed knowledge level for participants in both the PESP and 
PKD studies increased significantly, examination of the shift suggests parents 
were able to correctly answer, on average, one or two more questions 
following treatment involvement.  Although significant, it may not demonstrate 
a greatly improved understanding of alcohol and drug use.  Further, the 
baseline levels of knowledge for these parents appeared to be fairly high, so it 
is possible these parents were already fairly knowledgeable about substance 
use to begin with, or the questionnaire was generally fairly easy to answer.  
Either way, the literature highlighted family members wanted increased 
factual, relevant and up-to-date information to help them deal with their 
situation, and this was achieved through involvement in PKD. 
 
Caregiver Strain 
 
Measurement of caregiver strain using the CGSQ provided a picture of the 
extent to which a substance-misusing child contributed to additional demands, 
difficulties and responsibilities for their parents. Being a self-reflection 
measure for parents, it was designed to elicit the observable and subjectively 
interpreted negative outcomes of living with a substance-misusing child.  As a 
parenting intervention, PKD was designed to actively address caregiver stress 
and strain, therefore changes on this domain were expected as a positive 
outcome of program involvement. 
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As hypothesised, there was a significant improvement in overall caregiver 
stress and strain for parents in the PKD intervention.  This was most likely 
accounted for by pre to post significant changes for treatment parents on the 
subjective interpretation subscales of the PSOC.  This outcomes suggested 
these parents reported significant reductions in negative feelings experienced 
by parents towards their children and their child’s behaviour such as less 
resentment, anger and embarrassment, and increased connection with their 
child (as measured by subjective externalising subscale items), together with 
significantly lower reports of feelings of sadness and unhappiness, less 
worrying, lowered feelings of guilt and resentment, and parents feeling less 
tired and strained (as measured by subjective internalising subscale items) 
following involvement in PKD.  
 
There were also non-significant changes (in the predicted direction) for the 
treatment group in observed burdensome occurrences such as parents 
experiencing less interruption to their personal time, less time off work or 
maybe reduced financial strain, as well as. This was supported by a 
significant group effect compared with control on the objective subscale, 
suggesting there was a greater change in observable child behaviour impacts, 
and possibly child behaviour, within the treatment parents’ households.  As 
PKD focused on addressing parent wellbeing and parenting practices, 
improvements in caregiver strain suggested parents were implementing what 
they were learning from the program, they were feeling more empowered to 
make a difference to their situation and they had more positive feelings 
towards their child and their child’s behaviour.   
 
Bickman and colleagues (2010) suggest that strain scores decrease as child 
symptoms decline.  Further, they also suggest that by supporting caregivers 
and reducing strain levels, they can be more effective in their caregiving role.  
Additionally, they also note that caregiver strain reductions are essential if 
community-based service systems are to be successful, therefore this 
significant change in overall caregiver strain lends additional support for the 
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benefits of the treatment and the increased likelihood that treatment parents 
were able to apply the program teachings. 
 
Effective social and peer support have been demonstrated to mediate the 
effects of caregiver stress and strain resultant from their child’s problems 
(Thoits, 1995).  This significant reduction in overall stress and strain indicated 
the treatment intervention provided sufficient or effective levels of social 
support including peer support, emotional support and strategies to effectively 
manage the strain (Taylor & Aspinwall, 1996).   
 
Although there were some very positive shifts in caregiver strain from baseline 
to post testing for the treatment group, these were not mirrored in the 
difference between the treatment and control groups on the subjectively 
interpreted subscales as evidenced in the ANCOVAs.  Therefore it is possible 
this shift was not solely related to the impact of the intervention.  Comparing 
the treatment and control groups had inherent problems in this study, and the 
lack of significant difference between the groups on this measure may be a 
result of the limitations.  In addition to the control group being small, it is 
possible that there was a difference between the groups, but it was so small 
that it was not evident in group comparisons. 
 
The treatment group had higher baseline levels of objective caregiver strain 
compared with control parents, suggesting there was a difference between 
the two groups.  It’s possible higher caregiver strain is a motivator for parents 
to seek treatment, hence the difference in pre-treatment caregiver strain 
levels. That said, this study found that parents with medium levels of caregiver 
strain were more likely to maintain in group-based interventions than those 
parents who were anxious and had high levels of caregiver strain. 
 
Previous research (McDonald, Gregoire, Poertner & Early, 1997) identified the 
influence of parents’ education level and employment status on caregiver 
strain; however, in the current study these did not emerge as mediators.  
Kazdin and Whitley (2003) provided evidence that the effectiveness of 
evidence-based treatments can improve with reducing parenting stress. Our 
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results suggest parents responded to the added demands and responsibilities 
of caring for their substance-misusing child in different ways, and this may be 
related to differing thresholds.  
 
In this study, the magnitude of reduction in objective strain was dependent on 
the level of strain parents identified prior to starting the group.  Those parents 
who started PKD with particularly high levels of objective caregiver strain and 
high overall global levels of caregiver strain and remained in the intervention 
tended to have lower levels of strain following completion of the intervention. 
This outcome was not mediated by any child or parent demographic.   
 
Mood: Depression, Anxiety and Stress 
 
Although there was a slight shift in the hoped-for direction for PKD parents 
across all mood states of depression, anxiety and stress, they did not 
represent a significant change for the treatment group or in comparison with 
control parents.   
 
As the majority of parents entered treatment within the ‘normal’ ranges of 
depression, anxiety and stress, a change in the hypothesised direction. i.e., 
improvement, would suggest parents would stay within the normal range, 
thereby indicating mood had not deteriorated.  Following completion of PKD, 
the majority of parents continued to report ‘normal’ levels of depression, 
anxiety and stress.   
 
Parents, Kids and Drugs appeared to support parents sufficiently to ensure 
their mood remained stable during the process of learning and practicing 
parenting strategies across the five weeks of the program.  One would expect 
mood stability would assist parents to implement the strategies they were 
learning, thus reducing the overall observable negative outcomes of a child’s 
drug-misusing behaviour on the parent, i.e. less days off work or fewer 
interpersonal troubles, as noticed with improvements in observable caregiver 
strain.  
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As the current dataset focused on changes from pre to post treatment, it is 
uncertain whether improvements would have emerged at a later stage, and 
conversely, whether changes noticed would be maintained over a longer 
period of time.  Inadequacies in comparisons with the control group may also 
have contributed to the lack of difference between treatment and control.  
  
Parental Sense of Competence 
 
The PSOC scale measured parents’ satisfaction in their parenting role, their 
sense of efficacy in their parenting role, and also provided an overall 
parenting self-esteem indicator.  Overall parenting confidence and self-
esteem increased significantly for parents within the treatment group, which 
was also supported in the analyses of covariance.  Additionally, there was a 
significant change from pre to post for treatment parents in parenting 
satisfaction, with a slight shift in parenting efficacy, but no evident change in 
parenting interest.  It is contended that an overall parenting competence 
outcome is a more robust measure of parenting self-esteem and competence 
in performing parenting tasks as it included an aggregate of a number of scale 
domains.   
 
It’s assumed increased parenting competence and self-esteem would have 
significant effect on the treatment parent’s attempts to implement newly learnt 
strategies, thus adding to their sense of parenting satisfaction.  In addition, 
receiving good quality emotional and social support may have mediated 
increased confidence with treatment parents, together with supporting their 
parenting satisfaction.  The opportunity for PKD parents to practice learnt 
strategies within the treatment intervention and receive feedback and support 
from other parents and clinicians may have been an additional contributor to 
increased confidence.  These parents may then have increased motivation to 
implement strategies within their own home environments after they have had 
an opportunity to practice and refine their parenting responses.  The program 
was also designed to be strengths-based, and hopefully this aspect 
contributed to parenting satisfaction improvements as parents felt reassured, 
supported and praised for their efforts. . 
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Adolescent substance misuse is a high-risk activity, with death or serious 
harm devastatingly real and unfortunate outcomes.  This reality may also 
have played on parents’ minds as they sought to find a balance between 
parenting practices of protecting, nurturing and building independence and 
implementing meaningful consequences. The parents attending PKD would 
also have been exposed to stories from other parents, which may have 
heightened their awareness of the risks and consequences for adolescent 
children using substances, which in turn may have challenged parenting self-
efficacy for the treatment parents. In this study, parenting self-efficacy 
improved slightly, although it was not found to change significantly for the 
treatment group, although it also did not decrease.   
 
A lack of marked change in parenting interest was evident for parents in the 
treatment group, possibly reflecting the reality that parents had ongoing 
concerns about their adolescent child and their behaviour, and they were 
continuing to have problems managing their situation. That said, parenting 
interest for treatment parents did not significantly decrease, suggesting 
parents’ remained hopeful and engaged in their parenting, which would be 
supported by a significant improvement in overall parenting self-esteem. 
 
Although parenting interest did not significantly change over the duration of 
PKD for treatment parents, there was a significant group effect, with a 
significant difference evident between treatment and control parents. Given 
treatment parents committed to attending a five-week parenting program and 
completed the program, it would be assumed these parents had some interest 
in their parenting, and if this did not increase over the course of the program, 
it was at least maintained by their involvement in PKD.   
 
Parents attending PKD were interested in parenting and were continuing to 
engage in active parenting, even though they may not have received 
significant positive reinforcement or encouragement from their parenting 
practices e.g. noticeable changes in their child’s behaviour or reductions in 
their child’s substance use.  Conversely, given that there was a significant 
group effect on Interest, but not pre to post-treatment, it is possible the 
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parents in the control group had reduced interest, or had even lost interest in 
their parenting role over time, which would produce a significant effect for 
group treatment. 
 
If PKD was a parents’ initial attempt at treatment seeking, they tended to have 
higher interest in their parenting role following engagement in the program.  
This was possibly due to these parents having a greater sense of hopefulness 
and optimism.  Conversely, parents entering the program with lower levels of 
parenting interest who had previously sought counselling tended to have less 
parenting interest at the end of the program.  For parents who had previously 
sought treatment and were not less interested in their parenting role, PKD 
may have provided information or strategies they had previously tried, but felt 
they had not worked.  Thus, their interest in parenting was not enhanced with 
new things to try.  These parents may have been looking for, or required, a 
more individualised intervention to address their specific situation in order to 
build hopefulness and optimism.  Parents, Kids and Drugs may not have been 
the right environment or treatment for this subset of parents.  Additionally, if 
parents attending the PKD groups were new to treatment, were positive and 
hopeful, this may have had a negative effect on parents who had previously 
sought treatment with little positive outcome.  It is easy to see this situation 
could reinforce a negative perception that for these parents; their situation 
was worse than those parents new into treatment. 
 
Parenting Practices 
 
The use of unhelpful and non-supportive parenting practices were measured 
by the adolescent-adapted version of the Parenting Scale, renamed for PKD 
to the Parent Response Scale (PRS).  The PRS measured dysfunctional 
parenting practices of over-reactivity (authoritarian discipline style, anger, 
irritability and meanness), laxness (permissive discipline style) and verbosity 
(overly-long reprimands or reliance on talking).  
 
The results showed parents completing PKD had shifts towards using more 
functional parenting disciplining practices from pre to post-treatment.  There 
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were significant changes on the scales of Laxness, Verbosity, and generally 
using more effective disciplining strategies (Global scale).  This suggests 
these parents were somewhat more involved with their situation and maybe 
also with their children following engagement in PKD.  Further, these parents 
were communicating more often and maybe even better with their substance 
misusing children post treatment.  That said, there are no adolescent norms 
available for the PRS, so it is difficult to determine at what level of function or 
dysfunction parents entered the program and the true impact of this level of 
functioning on their parenting with adolescents.   
 
Comparisons with the control group failed to find any difference on this 
outcome measure, again, highlighting the limitations of comparing changes 
with a small control.  It’s also possible that due to the process of asking 
parents to consider and reflect on their parenting style, this may have an 
impact on parenting purely because it has been highlighted.  In addition, the 
control parents were motivated to find an internet-based survey, so it’s also 
possible they had been actively seeking out information to educate 
themselves and were trying to apply this information. This may account for no 
significant difference in patterns between treatment and control parents. 
 
Adolescence is a period of enormous change and turbulence, both for the 
adolescent and their parents. This can be a challenging time for parents, who 
often struggle to find the right balance between independence and 
dependence.  This became evident in our study of coercive parenting 
practices.  For parents who tended towards reliance on coercive parenting 
practices, these parents did not change their utilisation of this parenting style 
as a result of their program attendance.  This parenting style may be harder to 
address and parents with high levels of parenting over-reactivity may have 
greater benefit from individualised interventions rather than group-based. This 
study also found some evidence to suggest that parents with the mid-range 
levels of over-reactivity may be more likely to over-react when they have older 
children misusing substances. 
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Unmeasured Factors Affecting the Change Process 
 
It is possible that the effects of the PKD intervention may have emerged after 
completing the program.  A five-week period may be a sufficient group 
delivery time period but an insufficient time period for the measurable 
therapeutic effects of the group to emerge.  This is supported by the feedback 
from parents, suggesting they would like the program to be longer and have 
access to refresher courses.  Further, the majority of parents reported making 
progress with their situation.   
 
The R2 values from all the outcome measure analyses explained a relatively 
modest amount of variance in post-treatment scores.  This suggests there are 
unaccounted factors contributing to the outcomes that would be worthy of 
further exploration.  It is likely that other unmeasured variables may account 
for some of the noise in the data.  For example, if variables other than parent 
demographics—such as parents’ cognitive and behavioural flexibility—were 
measured, this may have had greater predictive value in the current study. 
 
Again, the limitations in using such a small control group may also have 
contributed to less observable changes in the treatment group, with caution 
noted for interpretation of the treatment outcome. 
 
Program Outcomes – Parent self-report 
 
Parents, Kids and Drugs received many positive comments from parents, 
specifically around teaching parenting and communication strategies that 
could be applied by parents to their situations.  Some of the strategies 
included encouraging parents to be firm but fair in their parenting, setting 
rules, maintaining boundaries and implementing consequences for 
unacceptable behaviours.  Implementing any of these strategies was likely to 
lead to increased conflict between parents and their child as parents strived to 
steer their children away from substance use.  Additionally, parents may have 
practiced greater self-care, reduced their rescuing behaviours and 
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implemented strategies for personal and environmental protection, and hence, 
reduced the observed negative outcomes in their surroundings.  Implementing 
change suggested they were more interested in their parenting, but may have 
continued to use their usual parenting and discipline practices to implement 
these changes.  This may account for the unexpected outcome of no 
significant changes in parenting practices and parenting satisfaction and 
efficacy. Further to this, any increase in conflict between parent and child 
generated as a result of a change in parenting approach would not initially 
appear to positively affect parenting satisfaction, nor parenting efficacy.  
 
Parent Satisfaction with Parents, Kids and Drugs 
 
Satisfaction surveys were developed to gauge client satisfaction and 
perceived helpfulness.  In this study, program satisfaction was conceptualised 
as an indicator of therapeutic process, engagement and alliance.  Consumer 
feedback provided valuable insights into the experience and relationship 
between services and consumers, and assisted to make treatment more 
client-centred and acceptable to consumers.  
 
The relationship between consumer satisfaction and treatment outcomes has 
been ambiguous. In some research findings as discussed by Kazdin (2008), 
satisfaction with treatment was not related to symptom reduction or 
therapeutic change, however, as Royse (2004) pointed out, “despite the 
generally positive bias and the problems associated with collecting 
representative samples of clients, there is much to recommend client 
satisfaction studies as one means of evaluating a program.  Because 
professionals do not experience the agency in the same way as the clients, it 
is important to ask clients to share their experiences” (pp. 264–265). 
 
Subjective outcome evaluations are routinely used in human service delivery 
arenas; however there are arguments against their use due to their inherent 
biases and inability to reflect actual behavioural change.  Nevertheless, a 
feature of the current study that contends with this criticism is pairing 
satisfaction with perceived therapeutic benefit.  Further, the satisfaction 
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survey used in this study was not dichotomous, but rather allowed for a fuller 
range of responses.  Further still, different aspects of the program content and 
process were covered in the study, rather than a single descriptor of program 
satisfaction.   
 
By virtue of the multiple descriptors of program satisfaction surveyed, it is 
argued that this provided an informed picture of consumer satisfaction and 
perceived behavioural change.  Additionally, and most notably, multiple 
descriptors could also produce multiple biases as participants in the program 
were given many avenues to provide negative feedback. Multiple descriptors 
in surveys thus build an increased integrity into outcomes drawn from 
satisfaction surveys, but also open the door to multiple negative biases. 
 
Most evidence-based treatments (EBTs) are designed and developed in 
controlled, research laboratory-like settings, and their transportability into 
mainstream clinical practice does not often maintain its EBT status (Kazdin, 
2008), nor does it engender itself easily to funding bodies and mainstream 
service providers.   
 
Direct consumer feedback provided some insights into the processes of 
change underpinning PKD, and highlighted facets of the program parents 
found beneficial. Overwhelmingly, the cathartic nature of venting and 
processing with like-minded and experienced people was the overall stand out 
feature of consumer feedback.  Parents responded enormously positively to 
the interaction with others, the option for group problem-solving and the 
connectedness that came with attending a program with a central tenet or 
theme.  The group was facilitated, which supported, in more cases than not, 
equitable discussion, positive reframing, focused problem-solving and 
hopefulness.  Furthermore, skilled facilitators were able to ensure the group 
was directed to find solutions rather than become increasingly overwhelmed 
with finding more problems.  This aspect of the group—that it was facilitated 
by a professional, yet led by parents—was a stand-out feature for many 
participants. 
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One of the main therapeutic processes of PKD was the group experience.  
Feedback from parents indicated many groups were small, sometimes too 
small, thus reducing opportunities for substantial and meaningful member 
interactions.  It is possible that the reduced interaction, sharing of information 
and experiences, problem-solving and validation may have lessened the 
group experience, and hence outcomes, for some parents.  Although service 
providers were advised to maintain a minimum of six group numbers, a large 
number of groups with less than this number were delivered.  Service 
providers identified attrition and recruitment as significant contributing factors 
to low group numbers.  Towards the end of the dissemination period, it 
became obvious that treatment and research protocols were second to 
securing financial reimbursement for some service providers. 
 
Common-sense suggests a positive program experience would generate 
positive word of mouth referral, which would strengthen the referral base and 
help recruitment efforts.  The vast majority of parents attending PKD (98.5%) 
indicated they would recommend the program to a friend with a similar 
problem, suggesting acceptability of PKD within the target population.  At a 
population level, it would be difficult to find a product surveyed by 178 people 
that would have such high, almost unanimous, positive regard. The parents 
liked PKD a lot!  They were satisfied with what the program gave them.  Over 
94% of parents reported making progress in dealing with their situation, 
providing practice-based evidence for the effectiveness of PKD for parents 
dealing with a child misusing substances.  
 
Recruitment effort is likely to be strongly related to therapist (facilitator) 
competence, allegiance with the program and embedment of the organisation 
within the local community.  A greater recruitment effort would be required for 
higher risk and harder to reach parents, and for organisations not embedded 
within their local community.  Organisational recognition within the local 
context would also have played a role in recruitment.   
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Parents are Parents… 
 
The participants engaging in this study appeared to reflect those in the 
general community in terms of the drugs most PKD parents indicated they 
were concerned about, which were consistent with national youth drug use 
trends (AIHW, 2010).  Potentially, many parents recruited into PKD had not 
been exposed to the extreme behaviours and risk taking associated with the 
use of illicit drugs.  Further, many of these parents had not been exposed to 
the deleterious effects of illicit drug misuse, were less stressed and strained, 
and less psychologically distressed.   
 
As many parents for this study were recruited through community-based 
agencies, this finding may have been different if more treatment seeking 
parents were engaged in PKD, as was the case in the original evaluation of 
PESP (Chapter 3). This may be due to variation in recruitment by service 
providers, for example, if they felt unskilled in the area of treatment delivery, 
they may have been anxious or reluctant to recruit parents who had significant 
problems. A number of international researchers (Copello & Orford, 2002; 
Howells & Orford, 2005; Orford et al., 2005; 2009) concur with this 
supposition, noting clinicians often are not confident in assessing or 
intervening with substance misuse-affected families.   
 
Furthermore, this highlights an important facet of moving clinical research into 
mainstream, everyday clinical practice whereby when an intervention is 
disseminated, the people who participate may well be quite different from the 
original target group.  The PKD parents were interested in addressing their 
children’s substance use but less negatively impacted by it.  The substances 
these parents were concerned about were quite different from the efficacy 
study parents, although both groups of parents identified themselves as being 
in need of a parenting program.  In practice-based research, this highights 
that not only should the integrity of program content be maintained, but also 
that considerable efforts are made to ensure the target population is the 
actual population.   
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Transporting interventions from research settings to everyday clinical settings 
is not a simple task.   Practical differences between community practices can 
have an impact on the treatment uptake and outcome, such as clinician 
workload, types of cases being managed, paperwork, supervision or 
organisational climate and organisational support.  In reviewing dissemination 
studies from labs to clinics, Fixsen and colleagues (Fixsen, Naoom, Blasé, 
Friedman and Wallace, 2005) found that many treatments failed to produce 
the same results when they were transported into everyday practice settings 
(e.g. Henggeler, Schoenwald, Liao, Letourneau & Edwards, 2002; Kerfoot, 
Harrington, Rogers & Verduyn, 2004) 
 
It could be argued that the PKD parents were less at risk, less vulnerable and 
hence, less in need of a treatment program.  Likewise it could be argued 
these motivated parents represented a broader sample of the population to 
educate and guide for prevention and/or minimisation of possible escalation of 
drug use problems within the family.  This may well be a natural consequence 
(or advantage) of using a community-based recruitment process aimed at the 
general public. 
 
Participant Recruitment 
 
It’s possible that the recruitment methods used by service providers attracted 
those parents services felt confident working with.  As a general rule, the 
service providers were not specialist alcohol and drug clinicians, so their 
recruitment methods may have attracted parents requiring support and 
guidance, without necessarily needing specialist alcohol or drug knowledge or 
expertise.  However, the limitations contingent with group delivery and 
facilitator skill may have not have addressed intransigence, further inhibiting 
the positive effects that may have been seen in more targeted and 
individualistic approaches.   
 
 
It is also possible that parents were recruited to this study in a way more 
aligned with a clinical trial rather than via clinical referral for clinical practice, 
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due to the remuneration for service providers and the research component.  If 
so, this would explain the finding that parents recruited into the study had less 
severe situations, as evidenced by ‘normal’ mood levels and the low 
percentage of parents concerned about their child injecting illicit substances, 
i.e., amphetamines and heroin. Further, it can be surmised that changes 
effected in less severe situations are not as obvious as changes in more 
severe situations, leading overall to less significant and notable results.  
Parents recruited to PKD could therefore be seen as having less burden of 
disease and, just as an antibiotic can be a panacea despite there being no 
infection, a targeted treatment for these parents effected change but not to the 
degree expected. 
 
Significant challenges were noted in recruiting parents, which appears to be a 
standard problem.  Family-related barriers around scheduling, accessing the 
venue where the program took place and busy family schedules are known 
barriers to program participation (e.g. Pettersson, Linden-Bostrom & Eriksson, 
2009).  Nevertheless, it was expected the use of local service providers who 
were established within their local community would adequately address this 
known problem.  This probably helped to some degree, however, local 
providers continued to report difficulties in recruiting enough parents to run 
groups.  Another contributor to this may have been the insistence by the 
governing funding body (Queensland Health) that only government approved 
marketing information could be used.  It’s probable that this aspect may have 
diluted some of the expected benefits of engaging local agencies. 
 
Fidelity Practices 
 
Given the geographical isolation and distance between services and the 
researcher’s location, usual research fidelity practices to ensure treatment 
protocol adherence were unable to be systematically and routinely 
implemented i.e. video recording sessions, direct observation and feedback of 
sessions, face-to-face supervision.  In addition, funding for the current project 
did not include provisions for ongoing monitoring of adherence. 
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That said, most self-report facilitator feedback indicated facilitator’s generally 
applied the treatment manual protocol as intended.  This was generally 
substantiated by parent feedback and comments.  The most poorly supported 
aspect of the statewide dissemination process was the research protocol 
adherence.  This is most likely attributed to the researcher’s focus on 
treatment delivery, clinical processes, and implementation issues, and the 
research component became somewhat secondary to the dissemination as a 
matter of what needed to be prioritised at the time. 
 
The measure of ‘drift’ in provider skills was the most poorly addressed and 
adhered to fidelity process in the current project. Drift refers to ensuring 
facilitator skills didn’t deteriorate over time e.g. being able to show provider 
skills demonstrated halfway through the intervention period are not 
significantly different than facilitator skills demonstrated immediately after 
initial training.  Improvements in this domain could have been achieved 
through provision of booster sessions, mandatory supervision rather than self-
selected/self-identified, mandatory requirement for service providers to 
provide videotape recordings of practice sessions and use of local trainers to 
enable more opportunities for direct observation.  Fidelity practices would 
have been more achievable if funding was able to be allocated to practices in 
addition to direct service delivery, such as ongoing quality assurance and 
monitoring, requiring this to be specified in future funding applications. 
 
In the facilitator feedback, facilitators reported they were most challenged on 
the research protocol requirements, including the level of paperwork requiring 
completion by parents, which was often not checked for completeness.  Loss 
to follow-up and attrition data was not collected, thereby making inferences 
around treatment adherence and drop-out unavailable.  Further, the lack of 
obvious connection between the research measures and the program content 
may have also contributed to less than satisfactory facilitator engagement with 
the evaluation process. 
 
As is recognised within the Australian context, non-metropolitan, rural and 
remote communities experience socio-economic disadvantage and workforce 
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shortages as a result of isolation (MacLean, Berends, Hunter, Mugavin & 
Roberts, 2010). These communities have had to adapt and become more 
flexible and creative in their service delivery, and as Maclean et al., 2010 
report “urban program models do not necessarily translate to rural and remote 
settings (Berends et al, 2004 cited in MacLean et al., 2010). Urban-based 
strategies cannot simply be applied to regional and rural settings (Australian 
National Council on Drugs, 2001, p. 10)” (p24). Targeting a statewide 
dissemination process using a standardised protocol may not have been 
appropriate to these populations.  Treatment content may have been 
appropriate, however the implementation dosage and frequency may have 
impeded parent access and sustained involvement, such as requiring rural 
participants to travel excessive distances on a weekly basis, thus, 
demonstrating a lack of researcher sensitivity to service users and settings 
within regional areas. This may have accounted for a number of anomalies 
noted within the data including service providers delivering the program 
outside of the defined treatment protocol such as combining sessions to 
reduce program duration or completing the program over a weekend rather 
than five weekly sessions to accommodate parents travelling great distances 
to attend meetings; parent drop out or non-completion (due to travel distance 
required to attend weekly sessions) and inclusion of additional treatment 
initiatives.   
 
Data collected from these sites was excluded from analysis due to protocol 
violation, however, in hindsight, these service providers may have been 
demonstrating local knowledge, awareness and insight around their 
participants; appropriate tailoring, flexibility and creativity for the local 
community and rural and remote populations. Without direct documentation 
from these service providers around the changes they made to the treatment 
protocol, it is difficult to support or dispute these possible hypotheses.   
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STRENGTHS AND CONSIDERATIONS 
 
Strengths 
 
Parenting programs typically focus on parents of young children (e.g. Triple P; 
Sanders, Kirby, Tellegen & Day, 2014) and are rarely offered for parents of 
adolescent children, and are even less common for parents with adolescent 
substance misusing children, making the current study an innovation for the 
field and also within the Queensland Health government system. 
 
The experimental evaluation of this project was ‘messy’, in keeping with 
disseminating a program under real world conditions and working within a 
large government system.  In the present study, a mixed-method of combining 
direct consumer feedback and quantitative data provided a better 
understanding of the concerns faced by parents and provided greater insight 
into parent perspective and experience. 
 
In a meta-analysis to elicit the impact of program developers on treatment 
outcomes, Petrosino and Soydan (2005) concluded program developers 
achieve substantially larger positive effect sizes than any other independent 
program provider.  This was further discussed by Weiss, Murphy-Graham, 
Petrosino and Gandhi (2008) who believed that “developers are more likely to 
study well-implemented versions of their program rather than run-of-the-mill 
implementations” (p. 39).  In evaluating PKD, we collated data from programs 
delivered by all service providers for evaluation, not just programs we 
believed were faithfully well-implemented.  Real world, run-of the-mill, ‘warts 
and all’ program implementation is what was evaluated and is reported in this 
thesis.   
 
Care and Concern 
 
Through this project, frontline workers across Queensland were trained and 
provided with a group resource to enable them to work more effectively with 
parents.  The project afforded these clinicians the opportunity to access 
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training, upskill and build their professional confidence and competence. This 
training was provided at no cost to clinicians, nor their agencies, and focussed 
on providing increased access in areas where training was limited, for 
example, outside metropolitan areas and within regional centres.  Additionally, 
the project enabled clinicians to establish links with other like-minded 
services.  
 
By far, the biggest strength of the program was its acceptance by clinicians 
and parents as a support intervention, i.e. the focus on common-sense, 
practical strategies that clinicians could teach and parents can implement. 
The program provided a clear rationale, psychoeducation around adolescent 
development and substance use initiation and maintenance, and provided 
active skills training that enabled parents to model, rehearse and seek 
feedback from clinicians and other parents.  These skills were aimed at 
building rapport and relationships between parents and their children, known 
protective factors for substance-misusing adolescents. 
 
Financial Support 
 
Often a constraint to delivering effective programs is the lack of sufficient and 
recurrent funding, or time-limited, project-based funding. In addition, large-
scale rollouts of frontline delivered programs do not often undertake research 
and evaluation processes, nor do they provide clinician incentives. 
Furthermore, the dissemination process is not often funded. The current study 
had sufficient government funding to enable resourcing and training of 
frontline clinicians.  The time scale to undertake a meaningful intervention was 
also lenient.  The evaluation process however, did not form part of the funding 
arrangements. 
 
An Australian Government grant of over $1,000,000 enabled the broad 
delivery of PKD.  Access to sufficient funds enabled clinical staff to access 
local training without financial strain.  Services were able to receive funding 
for marketing and delivering the PKD program.  There is no doubt that the 
current effectiveness trial would not have reached as many services, across 
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so many regions, without service provider remuneration.  Although sometimes 
complicated, the dissemination process and PKD  were taken up by clinicians 
in usual care practice settings and delivered to parents, with the vast majority 
of parents reporting progress in their situation as a result of their engagement 
in the treatment.  
 
Frontline Clinician Involvement 
 
At the outset, it was uncertain whether frontline clinicians working in a range 
of agencies would wish to be involved in delivering the PKD program.  The 
experience was that these clinicians grasped the opportunity in doing so.  
Stated reasons for this were an opportunity to be involved in a new venture, 
having a parent educational role and participating in a statewide research 
project. What was less satisfactory was their overall involvement in ensuring 
adequate data collection, particularly in administering the research 
questionnaires following completion of the PKD sessions.  It seemed that 
many regarded this latter aspect of their work as a chore, which detracted 
them from time they could engage with parents.  It must be recognised that 
staff turnover was considerable and could have adversely affected the 
collection of questionnaire data. 
 
Frontline workers were also appreciative of the additional funding to 
implement an intervention program.  These frontline workers often voiced their 
frustrations with the financial restraints of providing treatment in community 
services; therefore the funding arrangement provided an opportunity for 
professional development and upskilling, plus financial and professional 
support to provide a treatment program within their local community.  
Furthermore, the natural strengths of this program already mentioned no 
doubt contributed to clinical uptake and parent engagement.  
 
Governmental Change 
 
As statewide government-run hospital and health services are funded 
according to geographical regions and districts, the current study was 
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formative in testing the premise of a single region conducting a statewide 
implementation process.  Although this contributed to a number of significant 
operational challenges and problems, it also pushed the current system to be 
more flexible and opened the door for other researchers to work both intra- 
and inter-regionally. Further, this project created dialogue between 
government and non-government agencies and improved inter-agency 
communication and practice. These were significant achievements 
considering the inherent difficulties associated with the structure of the 
Queensland health system.  
 
Considerations 
 
There were a number of limitations to the current study that effected 
generalisation.  Firstly, a large amount of post-treatment data was not 
available for parents initiating into treatment.  This may have occurred through 
attrition or premature termination, as approximately half of all families 
receiving treatment drop out of programs (Pekarik & Stephenson, 1988) due 
to family demands, employment demands, child care or programs running into 
school holidays (Patterson et al., 2002; Scott et.al., 2010).  Treatment non-
adherence and premature termination is also a recognised issue in 
psychotherapy (Nock & Kazdin, 2005).  Furthermore, based on the funding 
arrangements, facilitators were contracted to deliver a treatment program not 
undertake research, so they were not overly motivated to collect data 
systematically, correctly or action follow-up with non-compliant parents.  
Furthermore, the governmental department overseeing the funding for the 
project was more concerned with outsourcing the money than with adhering to 
a research process. 
 
In clinical trials, severity of client symptomatology is restricted and 
homogenous as a result of often narrow inclusion and exclusion criteria, e.g., 
not suicidal, on/not on medication, or no co-morbidity, etc.  Further, therapists 
are extensively trained to deliver a structured intervention, and often receive 
intensive supervision and monitoring.  Consequently, variability in outcome is 
reduced, as client and therapist characteristics are controlled for.  The current 
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study was conducted within a naturalistic, ‘real world’ context, and there were 
no experimental manipulations.  Clients were not randomly assigned nor 
assigned according to diagnostic criteria.  The only criteria under which 
parents were excluded was current acute psychotic disturbance. Similarly, 
facilitators were not extensively trained or monitored, and no specific 
characteristics, therapeutic style or theoretical orientation was assessed.  All 
participating parents self-selected to engage and maintain participation in a 
group-based parenting program.   
 
Parent Self-evaluation Concerns 
 
The public domain measures chosen to evaluate the effectiveness trial may 
have been insufficiently sensitive to track changes.  Alternatively, the null 
hypothesis cannot be ruled out, suggesting the core concept of parental 
wellbeing and parenting is not addressed by PKD.  Again, clinical experience 
and direct participant feedback is contrary to this conclusion.  It is important to 
note that reliance on self-report assumes participants were cognisant of their 
emotional and psychological wellbeing, and also assumed they had an 
awareness of change over time.   
 
Further, there is a danger of inviting evaluation of one’s parenting, preparing 
for a potentially often critical judgement. The vulnerability of being labelled, 
pathologised and/or seen as dysfunctional cannot be underestimated, and 
may have played a more significant role in the current study than was 
expected or anticipated.  It is only from this end point that the inherent risk of 
capturing psychological distress through standardised objective measures can 
be seen and, also the potential consequence of construing dysfunction and 
acopic parenting.  When considered from that perspective, parents may be 
reticent to be honest and open about their perceived dysfunction or what they 
perceive as failure.  This may explain why few parents completed waitlist or 
Internet control surveys.  
 
As with all self-report instruments, assumptions have been made around 
respondents having good insight and awareness, which may not have been 
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true, particularly around perceived effectiveness and appropriateness (or 
otherwise) of parenting practices.  Further, it is possible that some parents 
may have under-reported negative parenting strategies, particularly as 
Australia has mandatory reporting requirements around child neglect and 
misuse.  
 
These outcomes were not evident when the author conducted the parenting 
groups herself, although those groups were not being evaluated at a 
statewide level by a faceless researcher, so the phenomenon may not have 
occurred.  Another learning outcome of this effectiveness trial, and important 
for researchers to consider, is what it is like to walk in another’s shoes when 
assessing screening measures. 
 
Cautious Interpretation of Results 
 
A true experimental condition was unable to be achieved after several 
attempts, resulting in a less than ideal sample and data pool for analyses, 
which minimised generalisability or certainty of reporting.  As such, robust 
empirical comparison proved difficult, and interpretations are made in light of 
the noted limitations. Establishing a control comparison was particularly 
difficult to achieve, and in this study, was only very partially achieved.  An 
Internet-based survey proved more effective than advertising for participants; 
however, as there was no incentive, parent numbers were low and attrition 
was approximately 50%. Parents completing the online survey were contacted 
twice regarding completing the second part of the survey before being 
excluded from the study.  Further contact may have increased response rates.  
For example, in a study recruiting General Practitioners to complete an 
Internet-based survey, five reminders over a two-month period increased 
response rates (Braithwaite, Emery, de Lusignan & Sutton, 2003). 
 
There were significant differences between the treatment and control groups 
in terms of significant disparity in numbers, few fathers across both groups 
(mothers were more likely to attend the program), all control group members 
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were employed and the majority of control parents resided in metropolitan 
areas.  
 
As the study was undertaken within a real world setting, randomisation was 
exceptionally hard to achieve, and ultimately, was not successful even after 
several attempts.  Parents were recruited by responding to advertisements for 
a treatment program.  They were in need of support and were reluctant to wait 
very long for help, and were not receptive to waiting five weeks before 
receiving treatment.  In this study, randomisation was deemed unethical and 
clinically inappropriate; parents were recruited into funded programs occurring 
in their local area, and not randomly selected.   
 
Psychometrics 
 
The effectiveness and sensitivity of the chosen psychometrics still remains a 
question unanswered by this study.  It is possible some of the measures lost 
reliability and validity as a result of adaptation for use with adolescents.  The 
instruments may not have captured the underlying change process.   
 
Further, due to the need to reduce positive treatment biases, and the 
implementation of an anonymously completed satisfaction survey, the present 
study was not able to objectively explore the relationship between satisfaction 
and parenting behaviour change.  Despite not achieving the implementation of 
a non-biased feedback process, this would provide an interesting extension to 
the current study. Seeking facilitator feedback on the applicability, 
acceptability and perceived success (or otherwise) of the program would also 
have been useful in measuring social validity, i.e., the acceptability and 
importance from a frontline worker perspective.  Further, no information was 
available to determine rates of attrition and selection bias.  As a self-report 
instrument, other measurement biases such as acquiescence and gratitude 
may have been at play.  The negative skew of satisfaction may also be a 
result of social desirability (Aarons et al., 2010) rather than satisfaction.  It is 
important to note the feedback measures used in this study were a very 
specific measure of satisfaction with PKD content, process, facilitation and 
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dissemination, and these measures may not apply to the evaluation of other 
programs.   
 
Recruitment Process 
 
Not requiring clinicians to undertake a standardised clinical intake review 
initially appeared to be a strength of PKD; however, it became one of its main 
limitations.  Facilitators recruited parents into the treatment groups who did 
not meet the inclusion criteria, including parents who were seeking 
preventative support rather than treatment.  The impact of this limitation has 
been difficult to quantify due to poor data gathering processes and lack of 
facilitator reporting of inappropriate referral intakes.  Furthermore, control 
parents were recruited through the Internet, potentially creating some 
selection biases unique to parents who have access to, and use the Internet 
to search for information and complete research surveys. 
 
As local facilitators across the state were at the frontline of clinical enquiry 
from interested parents, it was impossible to determine the actual number of 
parents who contacted agencies for service that eventually did not engage in 
the program for various reasons.  This is unlikely to occur within a rigorous 
research trial using a single site, or multi-site trial with a single lead agency.  
There was the possibility for parents to be referred into, or out of, the program 
inappropriately, for example, parents completing the program who were 
concerned that their primary-school aged children may start using drugs and 
wanted to be educated.  Although standardised recruitment packs were made 
available, recruitment methods used by agencies were relatively unchecked, 
which could have led to the recruitment of parents with less dysfunction, 
parenting stress and in less need.  The sheer magnitude of geographical area 
covered and differing population demographics made this an incredibly 
difficult task. In a randomised control trial recruitment, retention and attrition 
can be closely monitored. As a real world effectiveness trial covering a huge 
geographical area, this information proved difficult to obtain.   
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Uncertain Facilitator Adherence to Protocols 
 
All facilitators reported adhering to the intervention protocol.  However, this 
finding should be interpreted lightly and cautiously, as all checklists were self-
report, and all facilitators were aware their remuneration was based on 
treatment protocol adherence.  In reality, the checklists were probably most 
useful as a reminder to facilitators to stay within the defined program and 
return all their paperwork. This limitation highlights a number of imperative 
issues.  Firstly, protocol adherence is difficult within a naturalistic environment 
across a geographically diverse landscape.  Further, operating under 
predetermined funding and bureaucratic boundaries has the potential to 
negatively affect the interface between clinical practice and broader systemic 
management.  The financial support for this project was both a significant 
strength and an unexpected limitation; it was possible PKD programs were 
delivered for monetary gain rather than altruistic clinical care.  
 
The program was based on harm minimisation, a nationally accepted and 
delivered approach to substance misuse in Australia.  This is the primary 
guiding approach to alcohol and other drug treatment within Queensland 
Health, however the author cannot rule out some agencies delivering PKD 
from a perspective not congruent with harm minimisation, such as advocating 
for abstinence only as a key indicator of positive change. 
 
Treatment protocol adherence is paramount when trying to replicate efficacy 
findings and undertake psychological treatment research.  Although every 
reasonable measure was undertaken to minimise protocol violation—through 
a treatment manual, clinician training and monitoring, session-by-session 
adherence reporting and supervision—a number of facilitators introduced new 
material not supported by the program and digressed from the protocol in 
other areas.  This therefore questions the ability to compare the results using 
a within-group sample across locations and clinicians due to facilitator non-
adherence and the possibility of poor treatment implementation.  On the other 
hand, this may also demonstrate facilitators use of local community 
knowledge and flexibility in service delivery, however there were no measures 
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in place to ascertain PKD’s adaptation to local communities.  Future efforts to 
support manualised program dissemination across large and diverse 
geographical regions such as occur within Australia would benefit from 
incorporating  measures for local sensitivity.   
 
Continuity of Care 
 
The vast majority of service providers ceased providing PKD when the federal 
funding was exhausted and program delivery could no longer be funded. The 
only service provider to continue with the program was a local child and youth 
mental health service, funded by the State Government.  This would appear to 
be a fairly well-recognised phenomenon, and a significant barrier to taking 
treatments from the research setting to the real world.  Fals-Stewart and 
colleagues (2004) identified a number of commonly cited barriers to evidence-
based treatments being sustained in community agencies, including: funding 
restrictions, low supervisor and administrator support, and clinician belief 
about change, specifically, drug misuse is seen as an individual problem.  
Changes in national priorities and state-wide government policies around 
service delivery for family members would significantly reduce this barrier.  If 
government departments began to recognise the legitimate need for family 
support and allow services to orientate themselves to provide more holistic 
interventions, this would make parenting programs much more sustainable.  
However, whilst the national directives continue to have alcohol and drug 
treatment services report on, and fund, treatment episodes and outcomes 
achieved only for the direct substance misuser, routine significant other 
treatment is not just around the corner.  
 
Staff Turnover 
 
The impact of staff turnover and organisational culture and philosophy was 
not fully appreciated or accounted for prior to the implementation phase. Staff 
turnover was unexpectedly high in some community-based agencies, which 
hindered the dissemination process and made stringent monitoring 
challenging.  During the implementation process, a number of PKD-trained 
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and experienced clinicians left their agencies and recruitment to fill these 
positions was often slow.  A high turnover rate within the alcohol and other 
drug field has been recognised as a service delivery barrier by many 
researchers (e.g. Berends et al.,2004, Schoenwald et al., 2009), and noted as 
a barrier to the implementation of projects in the Australian context (MacLean 
et al., 2012).  Often, in regional centres exiting staff trained in PKD delivery 
were replaced with new, inexperienced graduates or, at times, with clinicians 
who did not meet the eligibility criteria to deliver PKD.  Given the independent 
service-based reporting and monitoring of program delivery as encouraged by 
Queensland Health, it is possible some staff delivering programs had not 
attended the required training. 
 
Longitudinal Outcomes and Maintenance 
 
By far the most disappointing and limiting aspect of the present study was the 
lack of sufficient longitudinal follow-up data to determine the long-term impact 
of PKD.  Any replications of the study would need to examine this further, in 
light of the data collection limitations highlighted above. 
 
PKD may have become a whole of population or universal adolescent 
parenting program and lost it’s sensitivity and uniqueness to substance 
misuse during it’s broader dissemination.  Although this was initially perceived 
as a limitation of the study, looking back, PKD was able to support parents in 
increasing their connectedness with other parents experiencing parenting 
difficulties with their adolescent children and introduce them to appropriate 
support services. 
 
This study has provided further evidence to support the addition of parent-
based support services in primary healthcare settings by adding to our 
knowledge base on the experiences of affected family members, and 
specifically, the experiences of parents. 
 
This study has been unique in several ways.  It is one of a small number of 
studies focusing on a sample of Australian parents with adolescent substance 
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misusing children.  The sample is also quite unique in that it covered a large 
geographical area encompassing metropolitan, remote and rural populations, 
and was disseminated by a large government organisation often constrained 
by geographical and political boundaries.   
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RECOMMENDATIONS FOR FUTURE RESEARCH & PROGRAM 
IMPLEMENTATION 
 
This study has contributed to the literature by bringing to the fore the very 
practical considerations and systemic issues evident when bridging research 
and practice in usual care settings.  These issues are even more evident 
when implementing and evaluating a program across a large geographical 
area with varying clinician skill levels. Parents clearly articulated significant 
benefits and meaningful change in the narrative reviews of PKD.  
 
Lack of longitudinal follow-up data prevented examination of effect 
emergence, maintenance or change, which would be a valuable component 
for future replications of the current study.  It is recommended further 
replications of PKD assess the change process immediately following 
treatment, then three and six months post-treatment to enable a practical 
continuum timeline of outcomes to emerge. 
 
The program respondents were largely mothers; therefore caution should be 
used in generalising to ‘parents’.  Further implementation and evaluation of 
PKD would benefit from increasing community agency mindfulness around 
additional recruitment methods to attract fathers as well as mothers.  It would 
also be useful to better understand facilitator variables and characteristics.  
Although the evidence is supportive of the program, it would be interesting to 
further tease out the role facilitator variables play in program outcomes. 
 
The sample size for this study was adequate to undertake a baseline needs 
analysis and inform the need for future investigation into service delivery for 
parents, and to heighten the argument for parents as service consumers in 
their own right.  Although the sample was not random, but rather based on 
self-selection at a time of need or crisis, this sample is reflective of parents 
with a drug-misusing adolescent.  Service providers and future researchers 
should take these outcomes into consideration when defining their client 
groups and in provision of services to ensure parents are not a forgotten 
population.   
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Exploration of participant characteristics is required, including parenting style, 
which may also account for the attrition or non-uptake of PKD.  Parents who 
were harder to reach may require individual face-to-face support to address 
their parenting practices, whereas parents with a degree of parenting self-
efficacy may want information about targeting their practices rather than 
identifying themselves as in need of learning parenting techniques.  
 
The PKD program was fully manualised, transferable and replicable.  Parent 
feedback on the program was extremely positive, with a large number of 
parents reporting the parent education booklets and the sequence of 
information provision very helpful.  The program content, sequence and 
parent booklets may provide a one-to-one intervention protocol for clinicians 
supporting parents who are unable to attend a group program, or if there are 
no group programs running.  Future research could focus on evaluating the 
effectiveness of PKD as a standalone intervention, delivered either 
individually or through a group.  An individualised intervention would also 
enable PKD to be accessible via the Internet, which would increase PKD 
reach and may be a more effective process to target hard to reach or isolated 
parents.  The Internet also provides an accessible and timely data gathering 
opportunity that could be attract parents from regional, remote and rural sites, 
provided they have access to the Internet. 
 
Program Fidelity 
 
The development and implementation of more robust program adherence 
measures and protocols is needed should the study be replicated.  The extent 
to which facilitators complied with program protocols together with potential 
protocol violations was uncertain in the current study, therefore future 
replications require routinely and regularly monitored fidelity measures, 
including observation, video taping and facilitator self-reporting instruments to 
satisfy the researcher that program fidelity is being upheld. Further, low 
training fidelity may have contributed to the variability in which the program 
was administered and adhered to, therefore potentially causing the 
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emergence of Type 1 or II errors.  A more systematic and rigorous training 
process, including follow-up and refresher training sessions would be 
beneficial.  Program fidelity could be improved through facilitators sending 
regular videos of PKD delivery for reviews, reviewing exerts of videoed 
presentations, increased reviews and discussions with facilitators, increased 
clinical supervision and provision of ongoing training refreshers. 
 
Future research into the effects of parenting practices, parenting self-esteem 
and coping would require the use of normed and validated measures with 
parents of adolescent children.  
 
Engagement of service Providers 
 
The vast majority of service providers ceased providing PKD when the federal 
funding was exhausted and program delivery was not self-sustaining. A 
process for continued support of service providers is required.  This may be 
better achieved by putting PKD into the private provider domain where 
funding restrictions are somewhat less, and private providers can implement a 
‘user pays’ model.  Private providers would be able to deliver the PKD 
program under the Australian Medicare system, accessing government funds 
for delivery of therapeutic groups. 
 
Outcome measures that are of interest to the facilitators and provide direct 
feedback and clinical direction to facilitators may increase the uptake and 
longevity of research into program effectiveness.  In the current study, the 
training process and overall research protocol did not educate nor motivate 
service providers around the usefulness of the research measures.  Future 
research efforts would benefit from more systematically engaging research 
with program delivery and clinically meaningful information. 
 
CONCLUSIONS 
 
Within the adolescent substance misuse field, there is a need for short-term, 
brief interventions for parents who are affected by adolescent substance use 
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and misuse.  This is upheld by obvious gaps in the literature and routine 
clinical practice, which at this current stage, rarely address these needs and 
have proposed minimal treatment options for parents caring for substance 
misusing adolescent children. This study sought to actively address this gap 
on a large scale by providing a treatment option to parents across 
Queensland.  
 
Overall, PKD was successful in being packaged into a treatment intervention, 
moving from a single clinician’s office into a statewide arena utilising a range 
of community-based service providers.  Despite appearing to lose therapeutic 
power when transitioning from developer to third-party provider, PKD 
demonstrated legitimate changes for real world participants, the vast majority 
of whom believed they had made progress in being able to deal with their 
situations as a result of attending PKD.  
 
The findings in this series of studies demonstrate the challenges posed in 
evaluating a program which is widely disseminated, both in terms of 
effectiveness of the intervention and in the practicalities of data collection.  It 
is clear that given the exigencies of public sector service work it is not realistic 
to expect that clinical staff will gather evaluation data and that specific 
personnel have to be appointed to undertake this task.  This also has the 
advantage of ensuring independence of data gathering from staff involved in 
delivering the program.  However, none of these requirements should prevent 
systematic evaluation of healthcare programs, given the right of healthcare 
consumers to have evidence-based services provided for them. 
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Appendix 1.4: PKD Parent Booklet for Module 4  
 
 
 
 | P a g e  347 
 | P a g e  348 
 | P a g e  349 
 | P a g e  350 
 | P a g e  351 
 | P a g e  352 
 | P a g e  353 
 | P a g e  354 
 | P a g e  355 
 | P a g e  356 
 | P a g e  357 
 | P a g e  358 
 | P a g e  359 
 | P a g e  360 
 | P a g e  361 
 | P a g e  362 
 | P a g e  363 
 | P a g e  364 
 | P a g e  365 
 
 
 | P a g e  366 
Appendix 1.5: PKD Parent Booklet for Module 5 
 
 
 
 
 | P a g e  367 
 | P a g e  368 
 | P a g e  369 
 | P a g e  370 
 | P a g e  371 
 | P a g e  372 
 | P a g e  373 
 | P a g e  374 
 | P a g e  375 
 | P a g e  376 
 | P a g e  377 
 | P a g e  378 
 | P a g e  379 
 | P a g e  380 
 | P a g e  381 
 | P a g e  382 
 | P a g e  383 
 | P a g e  384 
 | P a g e  385 
 
 
  
 | P a g e  386 
Appendix 2.1: TPCH Ethics Approved Parent Information Sheet 
 
 
 
 
 | P a g e  387 
Appendix 2.2: TPCH Ethics Approved Parent Consent Form 
 
 
 
 
 | P a g e  388 
Appendix 3.1: Drug Knowledge Quiz 
 
  
 | P a g e  389 
Appendix 3.2: DASS42 
 
 | P a g e  390 
 
 | P a g e  391 
Appendix 3.3: Parental Sense of Control (PSOC) 
 
  
 | P a g e  392 
Appendix 3.4: Parental Response Scale (PRS) 
 
 
 
  
 | P a g e  393 
 
 | P a g e  394 
Appendix 3.5: Caregiver Strain Questionnaire 
 
 | P a g e  395 
Appendix 4: Marketing Poster for Internet Control 
 
 
 
  
 | P a g e  396 
Appendix 5: Parent E-Book 
 
 
 | P a g e  397 
 | P a g e  398 
 | P a g e  399 
 | P a g e  400 
 | P a g e  401 
 | P a g e  402 
 
 
  
 | P a g e  403 
Appendix 6: Facilitator Checklist Example 
 
  
 | P a g e  404 
Appendix 7: Consumer Feedback Questionnaire 
 
 
  
 | P a g e  405 
Appendix 8: Program Satisfaction Survey 
 
 
  
 | P a g e  406 
 
 
 
 
 
 
 
 
 
